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Williams 


OBSTETRICS 


10th (1950) EDITION 
By 
NICHOLSON J. EASTMAN 


In what is probably the finest revision to date of the famous text originally written 
by J. Whitridge Williams and revised in its 7th, 8th and 9th Editions by Henricus J. 
Stander, the present author has taken full advantage of his opportunity to reorganize, 
rewrite, delete, add new material and reillustrate to the full extent necessary to provide 
the practicing physician and the student with a complete and thoroughly modern text. 


Recognizing the need for continued strong emphasis on sound fundamentals, Dr. 
Eastman has strengthened those sections and in addition he has built up and considerably 
enlarged the sections on prenatal care, the treatment of the complications of pregnancy, 
the handling of the delivery, the details of operative procedures, and the uses of all the 
most modern, recognized methods for the further reduction of maternal and infant 


mortality. Historical data and theoretical considerations 


have been reduced to a minimum to provide ade- 
quate space for the more practical type of mate- 
rial needed by the practitioner and student. 


NEW MATERIAL 
Approximately 55 per cent of the text and 
more than one third of the illustrations are en- 
tirely new. Major sections which have been com- 
pletely rewritten and brought up to date are those 
dealing with: the ovarian and placental hormones, 
placental transfer, estimation of pelvic size and 
shape, the forces concerned in labor, analgesia and 
anesthesia, abortion, clinical aspects of placenta 
previa, treatment of syphilis, diabetes mellitus, 
the toxemias of pregnancy, the management of 
uterine inertia, prognosis and management of 
transverse presentations, prognosis of labor in 
inlet contraction, midpelvic contraction, rupture 
of the uterus, postpartum hemorrhage, puerperal 
infection, apnea neonatorum and hemolytic dis- 
ease of the newborn. Other sections have been 
partially rewritten and countless minor altera- 
tions made. 


WILLIAMS OBSTETRICS by N. J. Eastman. 


NICHOLSON J. EASTMAN, Professor of Obstet- 10th Edition. 696 Illustrations. 
rics in Johns Hopkins University and Obstetrician- 1200 Pages. Published July 1950. 
‘in-Chief to the Johns Hopkins Hospital. $12.50 Postpaid. 


 APPLETON-CENTURY-CROFTS, Inc. 


ANNIVERSARY 
a 35 West 32nd Street, * New York 1, New York 


GP @ Volume I, Number 3 


‘ 
z 
at 
4a 


Mac F. Cahal 


Diblication Committee 


Arthur N. Jay, M.D., Chairman 
3120 North Meridian, Indianapolis, Indiana 


U. R. Bryner, M.D. 
413 Medical Arts Building, Salt Lake City, Utah 


D. G. Miller, Jr., M.D. 
Morgantown, Kentucky 


Stanley R. Truman, M.D. 
1904 Franklin Street, Oakland, California 


Editorial Haff 
EDITOR: Walter C. Alvarez, M.D. 
EDITORIAL ASSISTANT: Jane Brundred 


PRODUCTION EDITOR: John Robson 


NEWS EDITOR: Clare Sennott 


Joseph Bourgholtzer 


Loretta Hartung 


GP @ June, 1950 


REPORT FROM 


Tuoucx we disclaim any intention or desire to be dif- 
ferent for the sake of innovation, GP’s editorial policies 
are based upon some original ideas. We do intend to 
do some things differently from the way they've been 
done by any medical journal in the past. We expect to 
present medical literature in a new and improved 
fashion. If this amounts to a mild revolution in medical 
journalism, then so much the better. 

A hint of our concept of the nature and function of 
GP as a purveyor of information to practicing physi- 
cians is in the fact that we call it a magazine. It is 
not a “journal”—it’s a magazine. 

The difference is significant, we think. Regardless 
of their dictionary definitions, the two words have very 
different connotations. GP aims to be not merely a 
record of scientific theses—a repository of “contributions 
to the literature.” It is a magazine, filled with articles 
of immediate interest and value. 

Another cue to the modernized concept of GP is to 
be found in the fact that page numbers start anew in 
each issue. Librarians may view this with horror. But, 
we aren’t publishing GP for dusty libraries. If is pub- 
lished for busy doctors whose time and attention is 
sought by other media. The practice of numbering edi- 
torial pages consecutively through an entire volume of 
six or twelve issues may be all right for a “journal,” 
but this is a magazine. We are convinced that readers 
are annoyed by two numbering systems in a single 
magazine, one for editorial and another for advertising. 

Such convictions are based on more than predilec- 
tion. The advice of competent experts has been sought 
and wherever available scientific data has been con- 
sulted in determining policy. There is authoritative 
data available, for instance, to prove that illustration 
improves the readability of an article by a startling 
percentage. Hence, GP is liberally illustrated. 

The editors of GP welcome contributions. Contribu- 
tors should remember, however, that this is a medical 
magazine, not a journal. It goes to busy doctors. We 
don’t print “papers”—we print articles, written for these 
busy doctors. We want short, practical, well-written ar- 
ticles, of immediate value to family practitioners. Pro- 
fuse art illustration is desired. Above all, our material 
must be well written. 

Which leads to one of our innovations. Authors of 
full-length scientific articles written for this magazine 
and meeting our standards for good writing and excel- 
lent illustration are paid up to one hundred dollars. 

—Mac F. Canar 


THE MANAGING PUBLISHER 
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“A safe and effective drug to use in 


controlling weight gain 


pre Nancy Coopersmith, B.1.: Dexedrine and Weight Control in Pregnancy, Am. J. Obst. & Gynec. (Oct.) 1949 


Coopersmith reports the successful use of ‘Dexedrine’ Sulfate Tablets for 


weight control in a series of 100 obstetric patients. Because ‘Dexedrine’ 


curbed appetite and thus enabled these patients to follow their prescribed diets, 


control or reduetion of weight was achieved in virtually all cases. PP 


It is noteworthy that other methods, including the use of thyroid, had pre- 


viously failed to prevent excessive weight gain in these same individuals. 


“Thyroid”, Coopersmith states, “increases the appetite . . . and is toxic in 


many cases.” BS “Dexedrine Sulfate”, the report concludes, “is a safe 


and effective drug to use in controlling weight gain during pregnancy.” 


Smith, Kline & French Laboratories, Philadelphia 


Dexedrine* Sulfate tablets elixir 


for control of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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The Literary Practitioner 


THIs Is THE general practitioner's journal; it be- 
longs to him; it is being written and edited and 
built up for him. The editors hope they can al- 
ways find articles that will interest him and help 
him in his daily work; they hope to leave out 
all material which will not be useful in his prac- 
tice; they hope they will choose wisely. 

But the thought comes: Who in all this world 
is better fitted than a general practitioner to 
know what will interest and help a general prac- 
titioner? Teday, specialists and college professors 
do most of the medical writing; they write more 
or less for each other, and that is what makes 
much of their writing technical and esoteric and 
sometimes a bit ponderous. Because they write 
for fellow specialists, they tend to fill their ar- 
ticles with big tables and long lists of references. 
Many such writers and laboratory workers are 
so far removed from general practice and the 
general practitioner that it is not easy for them 
to sense his problems and to meet his needs. 
Never in their lives did they have to confine an 
eclamptic primipara in a shack on a mountain- 
side, with only an old pipe-smoking woman to 
help, and not a clean sheet in the place. 

There must be hundreds of general practi-- 
tioners who can or could write well, and could 
send in material that would be read by everyone 
with delight and profit. There are thousands of 
highly mechanical and resourceful general prac- 
titioners who have worked out or discovered use- 
ful little tricks of treatment. There are thou- 
sands of general practitioners who have a fine 
philosophy, or who have read widely, or who 
have a delightful sense of humor, or who have 
fine hobbies and could write well for our column 
on reading for the last half-hour of the day. 
Often the general practitioner is the best edu- 
cated and most thoughtful and able man in his 
community. 
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Probably, if asked to contribute something, 
many such a man would draw back, thinking 
that he would have to write a highly technical 
article with graphs, reports of blood chemistry, 
and at least 100 references. No, no, that is not 
what is wanted. What is wanted is a simple 
story of a highly instructive case, or of a queer 
family shot full of some hereditary disease, or a 
brief account of some treatment often found use- 
ful, or an account of a type of practice met with 
in the mountains of Tennessee, the plains of 
Montana, or the fiords of Alaska. 

Here is an invitation to all general practi- 
tioners who would like to write. Don't have 
your feelings hurt, or don’t even be disturbed 
if we do not use the first few articles you send 
in. Many of the great writers of today kept get- 
ting rejection slips for years before they struck 
the right vein, and perhaps learned to write 
simply and chattily of the life around about 
them: the life they knew so well. 

The editors will welcome every bit of help 
that is sent them, especially during this first 
dificult year so full of growing pains. Which 
general practitioner is going to send in the first 
article? 


What to Tell a Patient With Ulcer 


A puHysIciAN can begin by telling a patient with 
duodenal ulcer that he has a disease that may 
keep coming back off and on for many years. 
Only if he is very lucky will the ulcer soon heal 
and stay healed. It may heal permanently after 
he has passed middle age, or it may bother him 
off and on all his days. Physicians may heal the 
ulcer that he has at the time, but if he goes 
back into the strenuous life that produced it, he 
is likely soon to get another one. 

The disease is usually mild but it can be se- 
vere or intractable. With a mild ulcer there 
often are no symptoms. Especially when it is 
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mild, the disease is not likely ever to shorten 
life or to cause death. With the ulcer in the 
duodenum just outside the stomach, there need 
be no worry that it will turn into cancer. 

What is the cause of a peptic ulcer? It is 
probably a hereditary tendency, plus a worri- 
some, tense disposition, plus a strenuous life, 
plus a tendency to fret at life and to explode 
often in anger. 

When a man becomes angry and stirred up, 
his gastric juice tends to become much stronger 
than normal; the lining of the stomach gets 
red, angry-looking, and oversensitive, and then 
a new ulcer can form, or an old one can flare up. 

What are the dangers attendant on a duodenal 
ulcer? It can bleed badly, or it can punch 
through into surrounding tissues so as to pro- 
duce great pain; or, rarely, it can punch clear 
through into the abdominal cavity and cause 
agonizing pain, or it can cause puckering at the 
outlet of the stomach, thus blocking the empty- 
ing of this organ. Then the patient may vomit 
much; he may be restless all night, and he may 
lose much weight. 

Most persons with a duodenal ulcer learn to 
live with it and they get by for life without 
any strenuous treatment and without any oper- 
ation. 

What are the essentials underlying treatment? 
Most duodenal ulcers would probably heal and 
stay healed if the patient could only secure an 
easier job with peace of mind and an easing-up 
of the strain of life. Many ulcer patients lose 
their symptoms the day they go on a vacation. 
They are well until they get back to the grind of 
work. Evidently, every patient should try to live 
quietly and peacefully without resentments or 
flare-ups of anger. In most cases of ulcer such 
peace is far more important than strict dieting. 

As to medical treatment, there are a few prin- 
ciples that doctors agree on. Obviously, the food 
should not be rough and scratchy. Because a 
high acidity is hard on the ulcer, during acute 
spells and for at least a month after pain ceases, 
milk and perhaps cream and alkalies should be 
taken every hour or two. This material will com- 
bine with the acid and stop it from eating into 
the ulcer. In bad cases, the patient, for some 
weeks, should be at rest in bed. 

Most of the damage done to an ulcer by the 
gastric acid appears to be done between 10:00 
p.M. and 2:00 a.mM., at a time when food has 


left the stomach, but much acid remains. This 
acid seems to go on flowing because of stimu- 
lation by the overactive brain that does not shut 
off properly with sleep. In bad cases, milk must 
be taken at bedtime and then the patient should 
set an alarm clock to wake him two hours later 
so that he can take food. This is likely to be the 
most important feeding of the twenty-four hours. 

Since the greatest danger to a patient with 
an ulcer comes right after a nervous crisis, 
whenever the patient gets into a “jam” or meets 
with disaster or a great sorrow, he should not 
wait for a hemorrhage or a perforation, but 
should start immediately taking milk and cream 
and antacids every hour until perhaps two 
o'clock in the morning. This can protect him 
from a flare-up. At most other times he will not 
need much treatment. 

As yet there is no medicine that can be 
counted on to cure ulcers, but in many research 
laboratories men are looking eagerly for one. 
The strenuous and expensive Sippy type of treat- 
ment in a hospital is needed only in cases of 
rather intractable ulcer. It does not keep ulcers 
from coming back. For the ambulant patient, 
the diet must not be too restricted. The man 
who must work each day must have enough to 
eat. Besides, strictness in dieting will not insure 
a cure. 

If the patient is smoking much, he had better 
stop entirely. 

What can the surgeon do? He can short-cir- 
cuit the ulcer by making a new opening be- 
tween the stomach and the bowel below the 
duodenum, but the dangers of getting a new 
ulcer in the bowel just outside the stomach are 
then too great for comfort. The surgeon can 
take away three-fourths of the stomach with the 
hope of cutting down on the amount of acid 
secreted, but this operation, also, is not always 
successful. Except in the hands of a highly 
skilled gastric surgeon, this big operation carries 
considerable risk to life, and a new ulcer can 
still form. 

Recently, surgeons have been trying to cure 
ulcers by cutting the two large nerves that run 
from the brain to the stomach, but some of the 
patients so operated on are now coming back 
with new ulcers. As yet physicians are not 
agreed as to the value of this procedure and 
many fear its occasional unpleasant side-effects. 

Often the physician will feel like saying to 
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the patient, “Why be operated on when you 
know that a vacation or an easier way of life 
will cure you?” 

When should a surgeon be asked’ to operate 
on a person with a duodenal ulcer? When medi- 
cal treatment has failed, and the patient cannot 
sleep at night or work the next day, or when his 
ulcer has blocked the outlet of the stomach, or 
when it has bled badly several times. 

The problem in cases of gastric ulcer is a spe- 
cial one. Particularly when, in a person past 
middle age, hunger pain or indigestion appears 
for the first time, and an “ulcer” is found in the 
stomach, cancer must be thought of, or even 
diagnosed. Oftentimes it is better to have the 
lesion removed surgically than to wait to see 
what it is going to turn out to be. The only 
way in which to be sure of the nature of a small 
gastric lesion is to have it removed and examined 


by a pathologist. 


Life of a Red Blood Cell 


Tue survivat of the red blood cell in stored 
blood was an important practical problem during 
the war. It was soon apparent that some eryth- 
rocytes, though intact in a flask, disintegrated 
rapidly when transfused into a patient. It be- 
came important to develop new techniques to 
determine with greater accuracy the life span of 
erythrocytes in the circulating blood. 

These methods depend upon the use of tracer 
elements, chiefly the stable isotope, N**, and 
the radioactive isotope, Fe**. When N?* is in- 
corporated into the amino acid, glycine, and fed 
to patients, it is utilized by the body to form the 
protoporphyrin of hemoglobin, and becomes a 
part of the red blood cell. When Fe** is given 
to a person, it is incorporated into heme, an- 
other essential component of hemoglobin. Red 
blood cells containing either N** or Fe** are 
thus tagged without being injured and are then 
identifiable by special tests. Once it becomes 
part of the red blood cell, neither substance 
leaves it until the cell disintegrates. N** is not 
reutilized for formation of new hemoglobin, but 
Fe®® is. Either of these substances may be used 


to determine the rapidity of formation of new 
erythrocytes by the bone marrow, or the life 
span of these newly formed tagged cells. 

From such studies it is now known that the 
average red blood cell lives 120 days if per- 
mitted to stay in the circulating blood. The safe 
period for blood preserved in banks is less, al- 
though after 21 days at 4 to 10° C, 70 to 80 per 
cent of the cells will survive 5 days or more in 
the: circulation. 

These tracer methods have also been used to 
determine the mechanisms involved in hemolytic 
anemias. It has been found that red blood cells 
from a healthy donor have a normal life span of 
120 days when transfused into a patient with 
congenital hemolytic (spherocytic) anemia, or 
into a patient with sickle-cell anemia; however, 
tagged erythrocytes formed by these patients 
have a very short life span, 15 to 50 days, when 
infused into the circulation of normal subjects. 
Consequently, the fundamental defect in these 
hemolytic anemias must be an inherent imper- 
fection of the erythrocytes. Because of the un- 
usually short life span of the circulating eryth- 
rocytes, even a temporary interference with the 
formation of blood becomes a very serious threat 
to the health of the person and may lead to an 
abrupt decrease in the number of red blood cells 
in the circulating blood. 

Studies performed upon patients with perni- 
cious anemia have shown that the life span of 
the macrocytes characteristic of this disease is 
only about 80 to 90 days; consequently part of 
the anemia may be attributed to a hemolytic 
factor, though the latter is still of obscure origin. 
Again, in chronic hemolytic anemias with noc- 
turnal hemoglobinuria, the patient’s red blood 
cells are hemolyzed more rapidly in the circu- 
lating blood of either the patient or of a normal 
subject. However in polycythemia vera, the life 
span is normal, so that the increased number of 
circulating red cells must be due wholly to in- 
creased activity of the bone marrow. 

This is another example of the remarkable 
uses to which tracer substances may be put in 
solving mysteries of normal and abnormal func- 


tion. H. Comrog, Jr., M.D. 
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BY HENRY L. BOCKUS, M.D. 


The subjective complaints which appear first in carcinoma of the upper gastrointestinal 


tract do not always bespeak the presence of a lesion, for there is no characteristic 


onset for cancer in this location. However, if the number of resectable lesions is 


to be increased, we must institute critical diagnostic surveys with the occurrence of 


any of these milder manifestations in the patient capable of harboring carcinoma. 


THERE IS NO GREATER Challenge to the medical 
profession than that posed by the problem of 
early recognition of gastrointestinal cancer, par- 
ticularly cancer in the two most common sites in 
the digestive tract, namely in the stomach and 
colon. In the case of the stomach, for example, 
in many hospitals in this country only 25 per 
cent of gastric carcinomas can be resected with 
a chance of cure. This is lamentable when it is 
realized that a five-year cure rate of resectable 
gastric carcinoma has been reported to be as high 
as 30 per cent. At present the over-all cure rate 
of all gastric cancers (resectable and nonresec- 
table) does not greatly exceed 5 per cent, in 
spite of great surgical advances. The crucial 
problem is increasing the number of cases in 
which the lesion can be resected, i.e., we must 
concentrate on early recognition of the lesion. 

It may be seen then that the main problem 
at present is not that of diagnosis of the lesion 
once it has been suspected, but rather that of 
earlier diagnosis with recognition of the need 
for study. In most instances, a carcinoma of the 
gastrointestinal tract, capable of causing symp- 


toms, can be found by the judicious application 
of present-day diagnostic aids. ~ 


A Costly Time Lag 


My main thesis then will be concerned with 
a description of what may be looked upon as 
first subjective manifestations of gastrointestinal 
malignancy. We are concerned with measures 
which will serve to reduce the time lag between 
the appearance of first symptoms and the initia- 
tion of definitive diagnostic studies. In my ex- 
perience, the time lag averages somewhat more 
than six months in carcinoma of the gastroin- 
testinal tract. One can only speculate concerning 
the number of lives which might be saved if this 
average time interval could be reduced to one 
or two months. 

There are two persons concerned; namely, the 
patient and his physician. Nothing is to be 
gained by attempting to estimate on a percent- 
age basis where the greatest responsibility lies 
in terins of time lost. There can be little doubt 
but that of late the time interval between the 
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occurrence of first symptoms and the institution 
of definitive treatment has been reduced some- 
what, as a result of the cancer detection cam- 
- paigns which have become so prevalent through- 
out the country. This has not been accomplished, 
however, without greatly increasing the incidence 
of cancer-phobia on the part of many persons 
with psychoneurotic leanings. It would appear, 
therefore, that the layman is already being ex- 
posed to as much discussion of the significance 
of early symptoms of cancer as he can assimilate. 
I should like to devote the greater part of my 
time to a description of some of the first symp- 
toms to appear in gastrointestinal carcinoma. I 
shall attempt to stress those symptoms which 
have greatest importance as early complaints 
and which are most likely to be encountered by 
the first line of defense against cancer, the gen- 
eral practitioner. 


Weight Loss 


The loss of weight comes to mind early in 
any discussion of the symptomatology of gastro- 
intestinal carcinoma—often a symptom of ad- 
vanced disease but nevertheless a first symptom. 
Weight loss is the most common subjective 
manifestation of carcinoma of the pancreas Cin 
87 per cent of Graduate Hospital cases the 
average loss was 26 lbs.). In some instances it 
may antedate the occurrence of both pain and 
jaundice which are the two most common first 
symptoms. A steady, unaccountable weight loss, 
occurring over a period of two or three months 
prior to the onset of abdominal pain or jaundice 
in the nonfebrile patient, is suggestive of carci- 
noma of the pancreas. 

When weight loss becomes an important find- 
ing in other types of gastrointestinal cancer, or- 
dinarily other symptoms have already put in 
their appearance. They include such symptoms 
as anorexia (stomach, liver), early satiety (stom- 
ach), nausea and vomiting (stomach, biliary 
tract), dysphagia (esophagus), pain and bleeding. 


Anemia 


Weakness, easy fatigue, shortness of breath, 
ankle edema, heart pains, or headache, may be 
the reason for the “doctor visit” of the patient 
with anemia. In middle or late life, severe 
anemia of recent origin is often due to a malig- 


nant neoplasm, so that any of the symptoms of 
anemia must be looked upon as possibly due to 
a malignant lesion until proved otherwise. 

If these symptoms which are suggestive of 
anemia are primary ones and unaccompanied by 
other suggestive manifestations of malignancy, 
then unrecognized gross bleeding into the gastro- 
intestinal tract may have occurred, or persistent 
occult bleeding may be at fault. Cancers of the 
tight colon may manifest their presence first in 
this way, without change of bowel habit or ab- 
dominal pain or distention. Tumors of the small 
intestine and of the body of the stomach may 
act similarly. It is essential, therefore, to study 
both the stomach and the intestinal tract of pa- 
tients with unaccountable anemia, even in the 
absence of positive occult blood reaction of the 
stools, as, in some instances, the bleeding may 
be intermittent in character. 


Changes in Eating Habits 


This term is used advisedly to describe sen- 
sations related to eating not commonly regarded 
as pain. These sensations constitute the most im- 
portant to keep in mind—frequently they are 
first symptoms in many gastric carcinomas. 
Often they are not striking or severe, hence 
they are likely to be dismissed both by the pa- 
tient and the physician. 

Episodic Attacks of Indigestion. In the his- 
tory of many patients with gastric cancer, if it is 
carefully taken, one may elicit the story of the 
occurrence of dyspeptic symptoms in isolated or 
episodic attacks, following the eating of an un- 
usually heavy meal, or a particularly large serv- 
ing of meat or coarse foods. The repeated oc- 
currence of such episodes over a period of some 
months commonly antedates the day-after-day 
distress which most patients with carcinoma of 
the stomach eventually develop. 

The sensation may be described as fullness 
often with belching, or as a feeling akin to 
nausea and indeed, in some instances, it may be 
followed by vomiting. These episodic spells 
brought on by a maximum work load for the 
stomach may be characterized principally by 
pyrosis or regurgitation, or in some instances 
by epigastric pain. History of the episodic oc- 
currence of epigastric symptoms under the cir- 
cumstances described is rather commonly ob- 
tained in patients with carcinoma at or near the 
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pylorus, some weeks or months prior to the ap- 
pearance of daily symptoms. Often these patients 
may have formed the habit of reducing the size 
of the meals, and of avoiding the more indiges- 
tible foods. In this way, they succeed in post- 
poning the occurrence of day-after-day post- 
prandial distress until the lesion has become 
more advanced. 

Early Satiety. This comes to mind primarily 
in connection with gastric carcinoma, particu- 
larly of the diffuse invasive and of the scirrhous 
variety, but it may be anticipated in any type of 
growth capable either of decreasing the capacity 
of the stomach or of preventing its distention 
with the entrance of food. The patient merely 
states that a sense of satisfaction occurs before 
he has ingested an ordinary-sized meal. In many 
instances, the feeling is not that of discomfort. 
This symptom is often so insidious that it may 
be ignored for some months until other later 
symptoms such as weight loss, anorexia, nausea, 
vomiting, or actual pain put in their appearance. 

It is difficult for many persons to distinguish 
between early satiety and fullness after eating 
less than the normal amount of food. It is prob- 
able that the same sensation may be described 
by one patient as early satiety, and by another 
as a feeling of fullness. The sensation of early 
satiety or fullness after eating constitutes an im- 
portant first symptom of gastric carcinoma, al- 
though unfortunately in many instances, this 
symptom appears only after the growth is far 
advanced. 

Nausea and Anorexia. These symptoms may 
be discussed together. Frequently they merge 
one into the other, and often patients have dif- 
ficulty distinguishing between slight nausea and 
actual distaste for food. It is well known that 
nausea and/or anorexia may be of first impor- 
tance to the patient with carcinoma of the stom- 
ach, liver, or pancreas, but more often than not, 
their presence bespeaks an advanced lesion. In 
the beginning one or the other may be the only 
symptom. However, if they persist for any time, 
and are due to the presence of a neoplasm, 
weight loss and weakness usually put in their 
appearance. 

Nausea occurring postprandially or at the’end 
of the day, and of such severity that it suggests 
to the patient the eminence of vomiting, is a 
frequent experience in patients with carcinoma 
at or near the pylorus. In these instances, some 
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degree of epigastric discomfort or pain usually 
antedates the occurrence of nausea. Surely every 
physician has respect for the diagnostic implica- 
tion of consistent nausea and anorexia in any 
patient in middle or late life. 


The So-Called Peptic Ulcer Syndrome 


Any discussion of first symptoms in carcinoma 
of the stomach or of the pancreas merits some 
mention of the occurrence of epigastric symp- 
toms, having a rhythm typical of duodenal ulcer; 
that is, late postprandial epigastric distress re- 
lieved by food and/or antacids and occurring 
day after day. 

This so-called peptic ulcer syndrome occurs 
rather frequently in association with carcino- 
matous lesions affecting the stomach outlet. A 
considerable number of patients with cancer in 
the antrum and pylorus complain of this type 
of distress which does not differ in any way 
from that encountered in duodenal ulcer. Ulcer- 
ating carcinomas seem more likely to give rise to 
this symptom complex, although scirrhous and 
invasive lesions near the stomach outlet may 
produce similar symptoms. 

One should give greater consideration to the 
possibility of carcinoma if the person has never 
experienced ulcer-like distress previously. Ob- 
viously many gastric ulcers are actually ulcerat- 
ing cancers. Space will not permit of a discus- 
sion of this relationship because of its many 
facets. 

Less commonly, the so-called peptic ulcer syn- 
drome may constitute the first or most important 
subjective manifestation of pancreatic carcinoma 
(12 per cent of Graduate Hospital cases of car- 
cinoma of the pancreas). Invasion of the duo- 
denum by the pancreatic neoplasm probably ac- 
counts for these symptoms in most instances. 

Perhaps one should mention that the “peptic 
ulcer syndrome,” even when due to cancer of 
the stomach or pancreas, may be ameliorated 
temporarily by the institution of a strict stomach 
rest program, like that employed in the treat- 
ment of peptic ulcer. 


Dysphagia 


The occurrence of dysphagia should never be 
taken lightly. Its appearance in all patients of 
middle and late life warrants investigation at 
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once. This should be done on such patients 
merely with the history of choking on a piece 
of meat, often the first symptom of esophageal 
cancer. Dysphagia is the first signal emitted by 
carcinoma of the lower esophagus and of the 
cardiac end of the stomach in most instances. If 
the lesion has begun on the gastric side, the 
growth is frequently far advanced before this 
first symptom appears. 


Nervous Symptoms 


I should like to briefly mention a clinical 
symptom configuration which is occasionally 
seen in carcinoma in which an erroneous diag- 
nosis of depression either of the involutional 
type or of psychoneurotic origin is made. 

Yaskin first directed attention to the occur- 
rence of the symptoms of depression in several 
instances of carcinoma of the pancreas. Such pa- 
tients are likely to have other nonspecific symp- 
toms such as back pain, without obvious expla- 
nation. Usually they have lost weight. Weight 
loss occurring as an accompaniment of depres- 
sion at the cancer age should cause some thought 
to be given to the possibility of cancer of the 
pancreas or of the retroperitoneal area. A care- 
ful survey to eliminate the likelihood of cancer 
is in order in such cases. 


Back Pain 


In carcinoma of the pancreas, liver, stomach, 
or esophagus, back pain may be the first and 
principal complaint. In many pancreatic lesions, 
the first and most constant pain is in the mid 
or low dorsal region. The site of the back pain 
in pancreatic carcinoma unquestionably varies 
with the part of the organ involved. In lesions 
of the liver, stomach, or esophagus, pain in the 
back may mean extension to the posterior pari- 
etes or to the spine—an indication of an ad- 
vanced lesion, yet constituting at times the first 
complaint and being responsible for the first 
“doctor visit.” 


Jaundice 


There is no need to stress the significance of 
icterus as an isolated symptom occurring in pa- 
tients in middle or late life. Carcinoma of the 
pancreas, or of the lower end of the main bile 
duct will account for it in the majority of pa- 


tients. The symptom jaundice developing as a 
result of metastasis from lesions of the stomach, 
and elsewhere in the abdomen, will be accom- 
panied commonly with other signs and symptoms. 


Bowel Symptoms 


Change in bowel habit constitutes an impor- 
tant early manifestation of colonic carcinoma, 
which is not being discussed, but I should like 
to mention that bowel symptoms may constitute 
at times important early manifestations of tumors 
outside the colon. 

Bowel symptoms accompany gastric cancer in 
approximately 50 per cent of cases. They are 
rarely early or first symptoms. Diarrhea may be 
a troublesome symptom in scirrhous carcinoma. 
Constipation is commonly present, due to die- 
tary restrictions or to colonic irritability as a re- 
sult of anxiety, or to disturbed innervation of 
the colon, or to extension of the growth to the 
colon. 

In carcinoma of the pancreas, occasionally the 
first symptoms to attract attention suggest the 
possibility of an intestinal or colonic lesion be- 
cause of the presence of diarrhea, steatorrhea, or 
symptoms characteristic of the “irritable colon 
syndrome.” 

The first and often the only symptoms in 
tumors of the small intestine are those of com- 
plete, intermittent, or partial bowel obstruction 
and/or bleeding into the intestine (recognized 
as melena or causing anemia of undetermined 
origin). 


Other First Symptoms 


A less frequent early manifestation of carci- 
noma of the upper gastrointestinal tract is mas- 
sive bleeding in the form of hematemesis or me- 
lena. If the conclusion is reached that neoplasm 
seems a likely cause, the physician thinks first 
of carcinoma of the stomach or ampulla of 
Vater. Many other symptoms and signs may 
occasionally constitute first symptoms. Among 
these can be mentioned the “acute abdomen,” 
the result of perforation of an ulcerating lesion, 
or the discovery of an abdominal mass. Oc- 
casionally local symptoms attract no attention 
and the chief complaint is related to the pres- 
ence of a metastatic lesion in the liver, bones, 
lung, peritoneum, brain, etc. 
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Significance of Precancerous Lesions 


Brief mention must be made of the signifi- 
cance of the so-called precancerous lesions of the 
stomach. Frequently the statement is made that 
gastric carcinoma does not occur in the normal 
stomach. Ii this were true, then one should con- 
clude that many cancers may be prevented by 
removing or curing so-called precancerous le- 
sions. Unfortunately, clinical experience does 
not bear out this conclusion, that the great pro- 
portion of stomach cancers occur in persons with 
antecedent stomach disease or chronic gastric 
symptoms. However, it is likely that some carci- 
nomas may be cured or at least detected at an 
earlier stage, if attention is paid to the patient 
with certain proved gastric abnormalities. 


Achlorhydria and Hypochlorhydria 


Comfort and his associates have found that 
the incidence of achlorhydria and hypochlor- 
hydria was considerably greater than expectancy 
as long as eleven years prior to the appearance 
of gastric carcinoma (46 per cent of 277 cases 
with achlorhydria). In Comfort’s experience, 
there was a further reduction in the occurrence 
of achlorhydria after the cancer had developed. 

State surveyed 412 patients over the age of 50 
years with achlorhydria and hypochlorhydria, 
and discovered two instances of carcinoma and 
fifteen of gastric polyp. This represents an in- 
cidence of carcinoma which is approximately five 
times greater than that to be anticipated at this 
age in unselected cases. This would suggest that 
a carcinoma may be encountered once in every 
200 patients after the age of fifty with achlor- 
hydria or hypochlorhydria. The incidence of 
carcinoma in the population at large by any 
such periodic health survey would not disclose 
more than one cancer in 1,000 patients. 

These statistics indicate that one should give 
more than the ordinary attention to the carrying 
out of critical diagnostic studies on patients in 
the cancer age with achlorhydria who begin to 
complain of dyspeptic symptoms. 


Primary Pernicious Anemia 


Some statistical studies indicate that carci- 
noma of the stomach occurs more often among 
patients with primary pernicious anemia than in 


other persons of the same age and sex. For ex- 
ample, Kaplan and Rigler found carciaoma of 
the stomach in 38 of 293 pernicious anemia 
patients at autopsy. This was approximately 
three times the expectancy rate. However, State 
in studying 79 patients with primary pernicious 
anemia did not find a single instance of carci- 
noma. 

It seems likely when all studies are reviewed, 
that the incidence of carcinoma is somewhat 
greater than expectancy in patients with perni- 
cious anemia. At any rate, roentgen study of the 
stomach should be thought of in these patients 
with the development of slight gastric symptoms, 
and an annual roentgen survey of this group of 
patients should be considered. 


Gastric Atrophy 


Gastric mucosal atrophy has been looked ° 


upon by some observers as a possible precursor 
of gastric tumors. There is insufficient statis- 
tical data available at this time to indicate that 
gastric atrophy commonly antedates the appear- 
ance of carcinoma, and there is much to suggest 
that it is a very infrequent precursor. With the 
widespread use of the gastroscope, further sta- 
tistical data bearing on this relationship should 
become available within the next few years. 


Gastric Polyp 


Once again we find ourselves in the realm of 
speculation and must conclude that there is in- 
sufficient evidence to support an important cause 
and effect relationship between benign gastric 
polyp and gastric carcinoma. It is certainly highly 
likely that some gastric carcinomas develop in 
this way. There is no proof that many malignant 
gastric lesions owe their onset to a primary be- 
nign polyp. The most important practical con- 
sideration is that it is humanly impossible by any 
clinical method at our disposal to exclude the 
possibility of malignant change in a polyp. 
Polyps in the stomach, similarly those in the 
rectum, may show malignant change only on 
one side, so that biopsy through the gastroscope 
cannot be looked upon as certainly excluding 


malignant change in a benign-appearing polyp. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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What Others Are Saying. . . 


Avtuoucu the American College of Surgeons 
is an organization of general surgeons and sur- 
gical specialists, it has always recognized in its 
work of Hospital Standardization and other ac- 
tivities that the general practitioner—the “family 
doctor”—is the key figure in medical service to the 
patient. In a radio broadcast during the Clinical 
Congress in October, 1933, Dr. Irvin Abell, who 
later became Chairman of the Board of Regents, 
said in part: 

“The family doctor is perfectly competent to 
take care of 85 per cent of the illnesses to which 
you are liable and will refer you to consultants 
who are known to be expert and reliable in the 
15 per cent in which you will need additional 
study and treatment. . . . Granting that you have 
a family doctor, he knows your temperament, the 
environment and conditions under which you 
live, your physical characteristics and reactions 
and he has a sympathetic understanding of your 
problems—collective knowledge which is invalu- 
able not only in carrying you safely through the 
crises of illness, but in keeping you physically 
fit and sound by thwarting or minimizing the 
encroachment of disease.” 

The main consideration in granting hospital 
privileges to a physician is that he shall be com- 
petent to perform procedures which he under- 
takes. Otherwise the American College of Sur- 
geons in its Standard for Hospitals imposes no 
restriction which prevents the general practitioner 
from having the status which he deserves on the 
hospital staff. Any other conception of the re- 
quirements is the result of misunderstanding. 

The reasonable desires of the general practi- 
tioner for status in the hospital were well ex- 
pressed at a session of the Clinical Congress in 
October by Dr. John O. Boyd, Jr., of Roanoke, 
member of the board of directors and chairman 
of the Committee on Hospitals of the American 
Academy of General Practice. A definite section 
on the active staff, of equal rank with the other 
sections, and with a representative voice in the 
affairs of the professional staff, is one of these 
desires. Dr. Boyd feels that each section of the 
active staff should be privileged to elect a repre- 
sentative to the executive committee of the medi- 


cal staff. Another desire is the “right to be judged 
in his application for privilege in a specialty sec- 
tion on his individual merits” rather than on re- 
quirements closely duplicating those of the spe- 
cialty boards. 

Dr. Boyd adds: 

“It should be the responsibility of the specially 
trained members of the section to observe the ap- 
plicant for that privilege but their conclusion 
should be arrived at objectively and without 
prejudice. It is my feeling that membership in 
such a specialty section carries with it an obli- 
gation to honestly supervise the practice of medi- 
cine within the limits of that specialty section 
and that this supervision of applicants falls well 
within the meaning of this responsibility. It fol- 
lows that if this has been obtained the general 
practitioner will have the benefit of advice, co- 
operation and good will of his specialist col- 
leagues.” 

The constitution and by-laws for hospital 
medical staffs which the American College of 
Surgeons has recommended may easily be modi- 
fied by individual hospitals to provide for a sec- 
tion of general practice. 

The American College of Surgeons in its Pro- 
gram of Hospital Standardization does not ad- 
vocate restriction of the hospital to any particu- 
lar group but feels that admission to hospital 
privileges should be extended to such physicians 
and surgeons as are ethical and competent in 
their area of performance. When the condition 
is beyond their background of training and com- 
petence, they should call in one who is thor- 
oughly qualified in that particular field to take 
over the care of the patient in cooperation with 
the original physician, or independently if that 
seems more desirable. Good judgment and rec- 
ognition of limitations of professional ability to 
perform in the various fields of medical and sur- 
gical practice are highly essential. With this 
understanding, the general practitioner can find 
his status in the general hospital within the 
limits of the constitution and by-laws and ac- 
cepted policies of the hospital—Matcorm T. 
MacEacuern, M.D. Bulletin of the American 
College of Surgeons, 34:191, December, 1949. 
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BY J. A. MISHKIN, M.D. 


Quinidine is an important drug in the treatment of various cardiac disorders. 


The rationale for its usage has been- clarified by the increased physiologic and 


pharmacologic data. It is the drug of choice for paroxysmal ventricular tachycardia and 


is effective for other types of arrhythmias both prophylactically and therapeutically. 


AT ONE TIME, quinidine was used freely in the 
treatment of various types of heart disease. How- 
ever, because of toxic reactions and unfavorable 
results, largely due to a poor selection of cases 
and a limited knowledge of the action and dos- 
age of the drug, a wave of unpopularity swept 
the country. Within the past decade, because 
of valuable experimental and clinical research 
with quinidine, the medical profession has em- 
ployed this drug with greater confidence. The 
end results have been favorable, the dangers of 
toxicity have been reduced, and fewer accidents 
have occurred when certain contraindic...ions 
have been observed. 

The major effects of quinidine upon the myo- 
cardium of the human being are an increase in 
the refractory period thereby decreasing myo- 
cardial excitability, and a delay in the conduc- 
tion of the impulse. The lengthening of the re- 
fractory period is the effect desired in auricular 
fibrillation, since this will result in a closing of 
the gap between the crest and the tail of the 
circulating wave and thus terminate the circus 
movement. Although prolongation of the rate of 
conduction will actually tend to widen the gap, 


the former effect usually prevails and normal 
sinus rhythm is restored in about 60 per cent 
of the cases. Because quinidine depresses myo- 
cardial excitability, it is the drug of choice in 
cases of paroxysmal ventricular tachycardia, ven- 
tricular fibrillation, and frequent ventricular ex- 
trasystoles. 

Our knowledge of the physiologic and phar- 
macologic action of quinidine has been clarified 
in recent years by the large amount of work 
done on the plasma concentration of the drug 
in relation to the dosage. It has been determined 
by Linenthal and others that after an oral dose 
of quinidine sulfate of 0.2 to 1.0 Gm., the al- 
kaloid can be detected in the plasma within fif- 
teen minutes, and that a peak level is reached 
in one to three hours and may be maintained 
for an additional two to three hours. When the 
drug is administered every two hours, at the 
time of the peak response, the plasma concentra- 
tion increases but the increase becomes smaller 
and smaller with each successive dose, and the 
curve levels off after four or five doses. It has 
been suggested by Wegria and Boyle that the 


relation between plasma concentration and 
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ventricular contractions following 36 grains 


Conversion of paroxysmal ventricular tachycardia to regular 


sinus rhythm with frequent premature 


sinus rhythm. A. Paroxysmal ventricular tachycardia. Rate, 150 per minute. 


Figure 1. 


of quinidine sulfate orally. The quinidine was administered every 2 hours, 6 grains per dose. 


Figure 1B. Regular 
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Figure 1C. Restoration of regular sinus rhythm 24 hours after quinidine therapy. Total dose, 72 grains. 


cardiac action of the quinidine is not strictly 
quantitative. They have found in their experi- 
ments with dogs that the highest concentration 
of quinidine in the heart muscle corresponds 
with the peak level in the plasma. However, the 
plasma concentration of the drug decreases 
faster than the intensity of its cardiac effect. Al- 
though there is no direct quantitative parallel be- 
tween the plasma concentration of quinidine 
and its intensity of cardiac effect, it seems valid 
to use this correlation as a guide to the expected 
action of quinidine on the heart. 

The limited use of quinidine can be largely 
blamed on the fear of toxic reactions which 
might occur with its administration. Actually 
however, serious reactions are rare. The most 
frequent side reaction is that of cinchonism and 
this varies in general with the size of the dose. 
The symptoms are essentially the same as those 
observed with quinine therapy; buzzing in the 
ears, headache, vertigo, nausea, abdominal dis- 
comfort, and diarrhea. If administration of the 
drug is stopped, the symptoms disappear quite 
promptly. Upon readministration of the drug, 
especially if the dose is increased more slowly, 
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larger doses may be given to the patient with- 
out any resulting adverse symptoms. There does 
not seem to be any correlation between the 
plasma levels of quinidine and the early symp- 
toms of cinchonism. Such mild reactions to 
quinidine are no contraindication to the contin- 
ued use of the drug. 

Respiratory failure, syncope, convulsions, and 
sudden collapse have been reported following 
the use of even a single dose of quinidine, but 
the evidence that these reactions were due to the 
quinidine are inconclusive. Certainly such re- 
actions, if they do occur, are extremely rare. 

“Allergic” reactions to quinidine have been re- 
ported. These consist chiefly of urticaria and 
other skin lesions so characteristic of drug sensi- 
tivity. Sturnick reported a case of fever following 
quinidine therapy, and Nudelman, et al, one of 
thrombocytopenic purpura. It is advantageous, 
therefore, to give the patient a test dose of quin- 
idine, 0.1 to 0.2 Gm., and if no reaction occurs 
after four hours it may be assumed that no “al- 
lergic” reaction will appear on further adminis- 
tration of the drug. It is important to stress again 
that severe untoward reactions are infrequent. 
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During the early years of quinidine’s popu- 
larity, certain definite contraindications were 
stressed. It was.felt very strongly then that the 
drug should not be administered to a patient 
who had an enlarged heart, or who had marked 
mitral stenosis with auricular fibrillation of un- 
known duration, or mitral stenosis with conges- 
tive heart failure, or who was in congestive fail- 
ure for a long time associated with a feebly pul- 
sating heart. It was definitely contraindicated 
for those who gave a history or showed clinical 
evidence of embolism. In the past decade other 
conditions have been added to the list of 
contraindications; bundle-branch block, auriculo- 
ventricular block, subacute bacterial endocardi- 
tis, various acute infections, and advanced age. 

Today we are not so prone to list definite con- 
traindications to the use of quinidine, but are 
more apt to treat each case individually and 
logically. The pros and cons must be weighed 
carefully, and we must depend upon our own 
increasing experience to select the proper cases 
for quinidine therapy. In the matter of conges- 
tive heart failure the management is well known 
and fairly well standardized. It is only when 
the decompensation persists, when the failing 
heart is further aggravated by an abnormal 
rhythm which is not amenable to digitalis or the 
purer glycosides, and the patient is steadily going 
downhill, that a course of quinidine may be 
prescribed, the physician fully realizing the haz- 
ards which may accompany its use. Occasionally 
such procedure may result in improvement of 
the patient, and may be live-saving. Certainly 
the danger encountered in employing this drug 
in cases of auricular fibrillation with mitral 
stenosis, particularly if the condition is of long 
standing, is great. The possibility of emboliza- 
tion is increased. There is no doubt that the 
incidence of fatalities due to the release of an 
embolus from an auricular thrombus is higher 
in fibrillators with a valvular lesion than in 
those without organic heart disease, and the haz- 
ard is increased with the use of quinidine. Pres- 
ent day anticoagulant therapy has definitely re- 
duced the incidence of morbidity and fatality 
due to emboli, and has allayed to some extent 
the fear of such accidents occurring during quin- 
idine therapy. Acute infectious states and ad- 
vanced age should not deter a physician from 
using quinidine where indicated. Since quini- 
dine depresses conductivity of the heart impulse, 


great care must be exercised in employing this 
drug where some form of block exists. Actually 
the only absolute contraindication to the admin- 
istration of quinidine is a history of definite sen- 
sitivity to the drug with a serious reaction to it. 

Quinidine has its chief value in the treatment 
of various types of arrhythmias. It may be used 
effectively in the prevention and treatment of 
paroxysmal auricular fibrillation, paroxysmal 
auricular flutter, paroxysmal supraventricular 
tachycardia, paroxysmal ventricular tachycardia, 
and ventricular extrasystoles. It has also been 
found to be of value in the treatment of certain 
cases of chronic auricular fibrillation when the 
arrhythmia may be causing recurrent emboliza- 
tion or cardiac failure. 

Since quinidine is readily absorbed from the 
gastrointestinal tract within a matter of minutes, 
it is administered almost entirely by the oral 
route. The most popular form is the sulfate, 
either tablet or capsule, 0.2 or 0.3 Gm. per dose. 
An occasion may arise when it is impossible to 
administer quinidine orally, such as states of un- 
consciousness or vomiting, and a parenteral route 
must be used. Because the intravenous 
route is more likely to cause serious, dangerous 
reactions, the intramuscular method is prefer- 
able. Unfortunately quinidine is not available 
commercially for parenteral use. However, stable 
aqueous solutions can be prepared. Sturnick has 
employed a solution of 15 per cent quinidine 
hydrochloride in 15 per cent antipyrine and 20 
per cent urea intramuscularly without any unto- 
ward reactions, and Bellet has had similar good 
results with a solution of quinidine gluconate.’ 

Quinidine may be used effectively to prevent 
the appearance of undesirable arrhythmias. In a 
young individual with frequent attacks of parox- 
ysmal auricular fibrillation or flutter and with 
no evidence of organic heart disease this drug is 
of definite value. Where there is a history of 
paroxysmal ventricular tachycardia, quinidine 
should always be prescribed as a preventive 
agent. Many clinicians routinely administer 
quinidine during the first few days of acute 
coronary occlusion with myocardial infarction to 
prevent the appearance of abnormal rhythms 
which might further embarrass an already 


1Since this paper was written, Brewer & Co. have 
publicized a commercial form of injectable quinidine. 
The product is quinidine hydrochloride and the for- 
mula is similar to the one used by Sturnick. 
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Figure 2. Conversion of paroxysmal supra venticular tachycardia to regular sinus rhythm with quinidine 
after carotid sinus pressure failed. A. paroxysmal supra ventricular tachycardia. Rate 166 per minute. 


Figure 2B. Regular sinus rhythm 6 hours after administration of quinidine, 6 grains every two hours. 


weakened myocardium. There is a tendency also 
to use quinidine prophylactically before and 
after thoracic surgery to prevent the occurrence 
of arrhythmias. The usual procedure is to pre- 
scribe 0.2 to 0.4 Gm. three or four times daily. 
If the response is not adequate, the total quan- 
tity of drug may be raised to three or four grams 
daily with more frequent administration of each 
dose. Such schedule may be maintained for pro- 
longed periods, even years if necessary, without 
much danger of toxicity due to the rapid elimi- 
nation of the drug and the lessened likelihood, 
therefore, of accumulation of the drug in the 
body. 

There is a divergence of opinion concerning 
the dosage of quinidine. The aim of all is to 
return an abnormal rhythm to a normal one, to 
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bring about a compensated state, and ultimately to 
improve the condition of the patient generally. 
Usually the initial dose of 0.2 to 0.6 Gm. is 
used, the larger dose when the situation is more 
urgent as in ventricular tachycardia. If the re- 
sponse is favorable to the initial dose, as mani- 
fested by the slowing of the cardiac rate and 
general improvement of the patient, the same 
dose is administered every one to two hours un- 
til normal sinus rhythm makes its appearance. 
Then, 0.2 to 0.4 Gm., three or four times a day, 
may be continued for several days to a few 
weeks in order to maintain the normal rhythm. 
If, however, there is no change in the abnormal 
rhythm after four doses, the following doses 
may be increased by 0.1 to 0.2 Gm. Such in- 
creases in dosage may be made every three or 
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Figure 3. Conversion of paroxysmal auricular fibrillation to regular sinus 
rhythm. A. Paroxysmal auricular fibrillation. Ventricular rate, 150 per minute. 


Figure 3B. Regular sinus rhythm 24 hours after quinidine administration, 6 grains four 
times daily. A total of 24 grains had been given when this electrocardiogram was taken. 
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four doses until the desired effect is reached or in- 
toxication occurs. In most cases the individual 
dose need not be raised to more than 1.0 Gm. 
before the abnormal rhythm is broken. Certainly 
the danger of ventricular fibrillation, which may 
result from ventricular tachycardia, or congestive 
failure following a persistent tachycardia is far 
greater than that of quinidine intoxication. 

When it is decided to use quinidine for 
chronic auricular fibrillation, the dosage sched- 
ule has more variation depending upon the cus- 
tom of the prescribing physician. Some increase 
the individual successive dose by 0.1 Gm. until 
the desired effect is obtained, and others increase 
the dose by the same increment daily. As a rule 
the initial dose is 0.2 Gm., and the medication 
is given at four-hour intervals. When the 
rhythm becomes regular, quinidine, 0.2 to 0.3 
Gm.., is given three or four times a day for about 
one week in order to prevent the resumption of 
auricular fibrillation. If the desired results are 
not procured with relatively large doses of quin- 
idine, it is assumed that the abnormal rhythm is 
permanent and quinidine therapy should be 
discontinued. 

It is the opinion of most cardiologists that a 
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patient receiving quinidine for certain thera- 
peutic purposes, such as chronic auricular fibril- 
lation or paroxysmal ventricular tachycardia, 
should be treated in a hospital unless circum- 
stances do not permit it. It is important to fol- 
low the changes in the heart rhythm, and this 
can be more readily done with the aid of the 
electrocardiogram. When large doses of quini- 
dine are administered, it is imperative that fre- 
quent electrocardiograms be taken. This is nec- 
essary not only to serially record the change 
from an abnormal to a normal rhythm, but to 
detect early any adverse effects the drug might 
have on the myocardium or the conduction sys- 
tem. Quinidine leads to S-T depression, T flat- 
tening or inversion, and in larger doses to a block 
in the heart, and ectopic rhythms. Since the ac- 
tion of quinidine is not cumulative, the effects 
will disappear within 24 to 48 hours after ces- 
sation of the drug. If abnormal electrocardio- 
graphic contours are present several days after 
quinidine has been stopped, it is safe to assume 
that these abnormalities are not due to the drug. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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What Others Are Saying .. . 


Lhe Famity Doctor 


Editor’s Note: This feature was written by Nancy R. Fisher, 15 years, Grade 11, Sidwell Friends School, 
winner of First Award of $100 in an essay contest sponsored by the Medical Society of Washington, D.C. 


“Dr. RayBern? Who's he?” 
“Just a G.P. Lives down the block.” 


That's right. I’m just a general practitioner. 
Four years in pre-med school, four years in medi- 
cal school, two years doing intern work, and 
now? Now I’m a general practitioner—the Fam- 
ily Doctor. 

Morning calls: visits to old friends, trips to 
make new ones. I counsel—I console . 

A broken hip is a serious thing with a per- 
son as old as your mother, Mrs. Dalton; she may 
not walk for a long time. Why not get in touch 
with a Public Health Nurse who could take 
some of the burden off your shoulders? . . . 

Well, little girl, it looks to me like you've 
got the chickenpox. Sure, you can eat ice cream! 
That’s a fine way to start the day, Joey, one 
broken arm and no front teeth. Next time don’t 
play football in the street.-We should speak to 
the Park Commission about that new playground. 
. . . That’s a bad burn, Mrs. Carlisle. You're 
quite right; nowadays they just don’t make elec- 
tric cords the way they used to... . 

I think I'll stop for a cup of coffee. Wonder- 
ful stuff, coffee . . . Let’s see, where am I now? 
A long way from my home, my security, and 
my comfort. Or am I? Maybe my real home is 
the old Dodge; maybe my security is my medi- 
cal bag, and my comfort: . . . “Thanks, doctor, 
I don’t know what we'd have done without you.” 

There are times when I get fed up with my 
job—times when I'd like to say to hell with 
the whole business. It’s not easy—this being 
a doctor, this curing and caring. That’s what it 
means to be a general practitioner—you cure and 
help with your hands, and care and pray with 
your heart, for a lifetime of tense moments and 
patient hours. Oh, I’m not trying to set myself 
up on a pedestal as The Good Samaritan; it’s 
not easy, but it’s worth it! The thanks, the grat- 
itude, and most of all, the well people and the 
kids who have a second chance to live. They are 
more than ample reward. They are what make 


me glad I decided to become a doctor—glad that 


I can serve them as their physician and friend. 

In the afternoon I wait for them to file in 
. . . Cuts, aches, scratches, bruises, ugly infec- 
tions, and hidden pains that elude diagnosis. 
The hurt, the worried, the unhappy; they all 
come. Sometimes they come with troubles that 
don’t show—troubles of the heart and mind that 
are worse than any wound of the flesh . . . They 
all bring their troubles to the family doctor. They 
bring their sorrows when they're blue, but they 
also bring their gladness when they're happy. 
Maybe Jimmy Talbot found a green snake, or 
Sue got a wristwatch for her birthday, or the 
Lanes finally found the perfect house . . . 

Emergency call! There’s work to be done and 
I’ve got to work fast. Time! I watch the race be- 
tween the clock and the pulse until I think I'll 
crack with the strain! But when it’s all over I 
don’t crack; I just unbend and try to relax with 
a cup of coffee before I go on . . . Guess I'll 
take a look at the new medical journal after 
supper . . . Tears, cries, troubles, and suffering 
. -. Oh, Lord, do all stairs go up? . . . 

But my life is far from being all work . . . In 
my profession, not being a specialist, I have the 
freedom to roam through the entire field of 
medicine. I can make my own investigations, my 
own discoveries, and win my own merit in any 
corner of that field that interests me. Neither 
am I so tied down to my job that I can’t keep 
up with the world around me or pursue my per- 
sonal interests. Sports, literature, the arts, fam- 
ily, job—my time is fairly distributed. After all, 
a general practitioner is only a man. 

I marvel at the wonders my hands can per- 
form. I’m shocked to find how little I really 
know—how much I still have to learn. I know 
the feeling of pride in a job well done. I know 
the ache of the times I was too late . . . And 
I go on. 

“Dr. Raybern? Who’s he?” 

“He’s our family doctor who lives down the 
block. Nice guy. Works hard.”—Feature from 
the June Medical Annals of the Medical Society 
of Washington, D. C. 
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Coulsone and feuwnatoid 


BY TOM. D. SPIES, MD. AND EDOUARD DE MAEYER, M.D. 


Eight patients with rheumatoid arthritis were selected for study in such 
a way that an objective and comparative evaluation could be made of their 


response to each of eight sterols. The only substance which produced 


profound amelioration of symptoms was Cortisone acetate, which would 


suggest that the Cortisone molecule has great effectiveness and specificity. 


IN MEDICAL HistToRY, 1949 will be remembered 
as the year that Hench, Kendall, Slocumb, and 
Polley demonstrated that one of the adrenal 
hormones, a sterol now called Cortisone, was ef- 
fective in relieving the symptoms of rheumatoid 
arthritis. (See figures on next page for the struc- 
tural formula and some of the former names of 
the Cortisone molecule.) In order for this ma- 
terial which is so scarce in nature to be tested 
clinically, its artificial synthesis had to be ef- 


Northwestern University Studies in Nutrition at the 
Hillman Hospital, Birmingham, Alabama. From the 
Department of Nutrition and Metabolism, Northwest- 
ern University, Chicago, Illinois. 

This study was aided by grants from the Birming- 
ham Citizens Committee Fund and the Martha Le- 
land Sherwin Fund. 

The Cortisone acetate used in this study was fur- 
nished through the courtesy of Dr. James M. Carlisle 
of Merck & Co., Inc. 

The authors wish to thank Miss Frances Prudich, 
Miss Alice Rogers, and Miss Monette Springer for 
their valuable assistance in this study. 


fected. Sarett and his associates partially syn- 
thesized it, using desoxycholic acid as a starting 
point, with the result that they could supply 
enough material for a clinical study. 

The first knowledge of sterols was obtained 
when the early organic chemists found that certain 
animal and vegetable fats contained materials 
which resisted saponification, whereas the pure 
fats could be completely saponified by boiling 
with an alkali such as potassium hydroxide or 
sodium hydroxide. After decades of research on 
the structure of these unsaponifiable fractions, 
they were shown to contain hydrogen, carbon, 
and oxygen and to be soluble in certain organic 
solvents. 

Interest in the adrenal glands goes back to the 
original description by Eustachius in 1563. They 
did not take on importance to the rbvsician un- 
til three hundred years later, however, when 
Thomas Addison described a disease which now 
bears his name. Not until 1893 was there recog- 
nition of the powerful effect of epinephrine, a 
product of the medullary portion of the adrenal 
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17 = Hydroxy - 11 - Dehydrocorticosterone—C 


Left: Structural formula for Compound S molecule. 17- Hydroxy - 11 - Desoxycorticosterone. At right: 


d E of Kendall, Compound F of Wintersteiner 


and Pfiffner, and Substance Fa of Reichstein. 


gland. A milestone was passed in the under- 
standing of the physiology of the adrenal gland 
when, in 1917, Wheeler and Vincent showed 
that demedullation led to no serious symptoms in 
experimental animals. By 1927 it was discovered 
that cortical extracts could sustain the lives 
of adrenalectomized animals. We owe much of 
our present knowledge, and many patients owe 
their lives, to the important investigations of 
Rogoff, Hartmann, Swingle, Grollman, and their 
various associates. From the standpoint of in- 
tricate and involved organic chemistry, we owe 
an everlasting debt to Kendall, Reichstein, Win- 
tersteiner, Pfiffner, Sarett, and their co-workers. 
Already they have isolated some thirty crystal- 
line steroids from the adrenal cortex, determined 
their structure and configuration, and synthe- 
sized many of them. Eight of these steroids have 
been shown to be active physiologically. 

The outstanding achievements in the study of 
the biologic activity of Cortisone were made by 
Selye, Ingle, Thorn, Eversole, Venning, and 
their co-workers. Their important observations 
gave no hint, however, that this substance might 
have an effect in the relief of the symptoms of 
rheumatoid arthritis. As with practically all great 
clinical advancements, the “inspired hunch” 
came from the clinical investigator. Study of the 
publications of P. S. Hench from 1933 to 1949 
shows the gradual evolution of his thought that 
an antirheumatic substance might be an adrenal 


hormone. The great rarity of the naturally occur- 
ring hormone and the intricate partial synthesis 
of Cortisone made the available supply of it 
very scant, with the result that many compounds 
somewhat related structurally are being studied 
by various investigators. 

Since in our Clinic we already were studying 
steroid metabolism in human beings, we began 
an investigation designed to determine some- 
thing of the specificity of the Cortisone molecule 
in the cellular metabolism of human beings. 
This study is being continued, but we have ob- 
served enough concerning the comparative value 
of Cortisone and seven other sterols to make a 
report worthwhile at this time. 

From a large group of patients with rheuma- 
toid arthritis, eight patients were selected arbi- 
trarily for this study. We excluded any patient 
who gave a history of mild arthritic involvement 
or who had only mild evidence of the disease. 
Also excluded were all cases who were so far 
advanced that they had ankylosis of the joints. 
Each patient selected for this study fulfilled the 
following criteria: an elevated erythrocyte sedi- 
mentation rate; physical handicap to a point 
where he could not function without the assist- 
ance of others; swollen, painful, and tender 
joints; a distaste for food; loss in body weight; 
some anemia—under 4,000,000 red blood cells 
and under 80 per cent hemoglobin; definite x-ray 
evidence of arthritis; and uric acid level in the 
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blood of normal or below. To patients thus se- 
lected, we gave an initial dose of 10 gr. of acetyl 
salicylic acid three times a day and increased the 
dosage to 30 gr. three times a day unless they 
developed symptoms of salicylism or volunteered 
that they had some relief. If no relief was ob- 
tained, a single injection of 1 Gm. of sodium 
salicylate was given daily for three days and 
then the dosage was increased to 2 Gm. daily 
for three days. If in any patient there was 
prompt diminution in signs and symptoms—and 
there frequently was—he automatically was ex- 
cluded from further consideration in this study. 
The eight patients finally selected were in- 
structed to lead as normal a life as possible, and 
it was so arranged that they could not have any 
medication other than what we provided. They 
were given sterile intramuscular injections of 
sodium chloride for a week before therapy with 
the sterols was begun. A representative case his- 
tory follows. 


Case Report 


L. H., a 51-year-old housewife, was brought 
to the Nutrition Clinic because of inability to 
walk or to work. She gave a history of “arthritis,” 
involving nearly all the joints of the four ex- 
tremities, of six years’ duration. During the first 
few years of the disease there was a slight tend- 
ency toward remission, but for the past year or 
so she had been unable either “to do my work or 
to wear my shoes.” 

The family history was interesting in that 
three first cousins had rheumatic disease. 

The past history was irrelevant. 

The present illness began in 1943 and was 
characterized by excessive fatigue. She felt tired 
for at least six months before she noticed that 
she also was stiff. Soon after observing the stiff- 
ness, which was most pronounced early in the 
morning and after exercise, she observed for the 
first time transient aches and pains. The first 
joint pain she noticed was in the fingers and 
ankles. There was a symmetrical distribution of 
the pain which was associated with some swell- 
ing. Within a few days most of the pain and 
swelling disappeared. A few months later these 
and other joints in the fingers, knees, and feet 
became involved. She sought medical relief and 
for the first time was told that she had rheuma- 
toid arthritis. A search for the foci of the in- 
fection was not successful. From this time on 


she was never entirely well. Her appetite was 
not good and she did not have much energy. 
During the next five years she had acute exacer- 
bations with partial remissions but the joints 
never became normal. When she was first 
brought to the Nutrition Clinic early in 194), 
she was unable to raise herself from her chair or 
to turn over in bed. She could not feed herself, 
comb her hair, or dress herself. Because of excru- 
ciating pain and acute swelling of the feet and 
ankles, she had been unable to wear her shoes 
for a period of six months. 

Physical examination showed a well-developed, 
fairly well-nourished woman who seemed to be 
depressed, apprehensive, and in acute pain. Ex- 
amination of both hands showed fusiform swell- 
ing of the fingers and deformities of the proxi- 
mal interphalangeal joints. (See Figures 1 and 
2.) The swollen areas were very tender to pal- 
pation and were symmetrically located. The 
range of motion was limited at all of these joints 
and there was considerable atrophy of the in- 


Figure 1. Note fusiform swelling of the fingers and 
deformities of the proximal interphalangeal joints. 


Figure 2. Note some soft tissue, swelling, decrease 
of joint spaces, and some demineralization of joints. 
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trinsic muscles of the hands. The wrists and el- 
bows were swollen several times their normal 
size and were so excruciatingly tender that even 
limited motion was very difficult and painful. 
The knees were likewise involved and both 
patellae were obscured. Of all the joints, the 
ankles were the most painful. The left ankle 
was larger than her thigh. Even when sup- 
ported, she was unable to stand for any length of 
time. Her feet were so swollen and tender that 
examination was difficult. 

Laboratory Findings: Analysis of the urine 
was negative. Gastric analysis showed free hy- 
drochloric acid in the fasting specimen. Repeated 
examinations of the blood showed uric acid un- 
der 3 mg. per hundred cubic centimeters. Non- 
protein nitrogen (NPN) was 24.5 mg. per hun- 
dred cubic centimeters. Fasting blood sugar was 
110 mg. per hundred cubic centimeters. Total 
serum cholesterol was 151 mg.;esters were 100 mg. 
and free cholesterol was 51 mg. per hundred cubic 
centimeters. Total serum proteins were 6.8 Gm. 
per hundred cubic centimeters. Serum calcium 
phosphorus, sodium, and potassium were normal. 
The blood values were: red blood cells 3,200,- 
000; white blood cells 12,200; hemoglobin 72 
per cent; and reticulocytes 0.8 per cent. A dif- 
ferential bone marrow count revealed the fol- 
lowing: polymorphonuclear leukocytes 56 per 
cent; eosinophils 2 per cent; basophils 2 per cent; 
monocytes 7 per cent; and lymphocytes 33 per 
cent. Repeated determinations of the erythrocyte 
sedimentation rate (ESR) showed it to vary 
from 50 to 60 mm. in one hour. Blood cultures 
were negative. Wassermann test was negative. 
Roentgen findings showed soft tissue swelling 
around the involved joints and narrowing of the 
joint spaces. There was considerable decalcifica- 
tion of the trabeculated ends of the bones. The 
basal metabolism rate was normal. 

Treatment and Progress: For four months the 
patient was observed without any specific ther- 
apy being given, though supportive therapy such 
as bed rest, diet, sleep, etc. was advised. During 
these four months the patient showed no im- 
provement and, in fact, became more “toxic,” 
as she expressed it. She couldn’t sleep well; she 
had severe pain; and she had an aversion to food. 
During this period her blood pressure ranged 
from 105/58 to 110/60. Her greatest weight 
during this period was 141 pounds. (Prior to her 
illness she had weighed 170 pounds.) Since we 


had no Cortisone at this time, we decided to ad- 
minister these compounds in the order listed: 


Pregnene-(4)-triol-( 17a,208,21)-one-(3)diacetate 
Pregnane-3,12,20-trione 

17-methyl A 5-androstendiol-3 (8), 17 (a) 
17-a-hydroxyprogesterone 

17-a-hydroxy- 1 1-desoxycorticosterone-2 l-acetate 
Desoxycorticosterone acetate 

Ergostanyl acetate 


With the exception of desoxycorticosterone ace- 
tate (DOCA), which was given in divided doses 
totaling 30 mg. a day for seven days, each chem- 
ical compound under test was administered in 
divided doses daily for a period of one to two 
weeks in such a way that in each twenty-four- 
hour period a total of 200 to 300 mg. was given. 
As it was difficult to get these sterols in suspen- 
sion, some of them were dissolved in saline and 
injected intramuscularly and others were sus- 
pended in benzyl alcohol and various other oily 
solvents. Following the termination of the ad- 
ministration of each of these sterols, at least a 
week was allowed to elapse before another was 
given. In no instance did this patient receive any 
amelioration from any of these compounds and 
no objective changes occurred. 

Two weeks after the last of these seven 
sterols was administered we obtained enough 
Cortisone acetate to administer 1 gram to this 
patient and to each of three other patients.’ She 
was given 300 mg. intramuscularly the first day 
and 100 mg. each day thereafter for seven days, 
and was examined carefully each day. She felt 
some pain and we observed some swelling at the 
site of some of the injections, but we observed 
no significant blood pressure changes, pitting 
edema, weakness, acne, striae, or hirsutism dur- 
ing the administration of the Cortisone acetate 
or the week thereafter. There was definite gain 
in body weight, which may have been due to 
fluid retention although there was no clinical or 
other evidence of this being the case. 

On the second day the patient noted improve- 
ment but it was not demonstrable. She stated 
that she was less stiff, had more appetite, and 

1From the eight patients in this study, four were ar: 
bitrarily selected to receive Cortisone, although they 
did not know it, and the other four cases who served 
as controls were given cholesterol at the same time and 
in the same manner. In each case the observations fol- 
lowing the administration of Cortisone acetate were 


similar to those reported in the case history. None of 
the patients who were given cholesterol were benefited. 
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had a sense of well-being which she had not 
had for more than a year. The next day we noted 
a slight decrease in the articular swellings and 
the patient volunteered that she had less pain 
on motion. By this time the constitutional symp- 
toms of loss of weight, weakness, and general 
lassitude had almost disappeared. For the first 
time since she had been under observation she 
could raise her hands above her head, could 
button her clothes, and could dress herself. Most 
surprising of all, she put on her shoes without 
anyone’s suggesting it and wore them all day. 
. She continued to improve each day, and by the 
seventh day of therapy she was asking for sec- 
ond servings of food at each meal. 

By this time she was able to walk, could take 
care of herself, and was sleeping much better 
than she had been. (See Figure 3.) There still 
was some tenderness to deep pressure over the 
joints. By the ninth day after the initiation of 
therapy, only very hard pressure revealed evi- 
dence of tenderness in one finger and in the left 
ankle; the other joints were no longer tender. By 
this time the sedimentation rate had decreased 
from 55 to 25 mm. in one hour. The patient 
was kept under observation for an additional 
week, and during this time the sedimentation 
rate continued to decrease and she continued to 
improve in general despite the fact that therapy 
no longer was being administered. It was care- 
fully explained to her that she would relapse but 
she felt so well at this time that she only smiled, 
whereas, prior to Cortisone therapy any state- 
ment concerning her disease would have brought 
forth a flood of tears. During the eight days she 
was under treatment and the seven days imme- 
diately following, the red blood cells increased 
by 400,000 per cu. mm. and the hemoglobin by 
12 per cent. In this period of time she gained 
9 pounds in body weight. 


Comment 


Of the seven sterols other than Cortisone, 
only ergostanyl acetate in one case and 17-a-hy- 
droxy-1 1-desoxycorticosterone-2l-acetate (Reich- 
stein’s Compound S Acetate) in another case 
gave slight relief. Both of these patients stated 
that they felt somewhat improved, had less pain, 
and were less stiff, and we observed that they 
were able to move with greater ease. In neither 
instance, however, was the relief comparable to 
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Figure 3 (x-ray of elbow). Note soft tissue, swelling, 
and deformity of the joints with a decrease in joint 
spaces and demineralization of the joints. 


that obtained following the administration of 
Cortisone acetate. 

Because of the similarity in the chemical struc- 
ture of Reichstein’s Compound S and Cortisone, 
we chose four additional patients, using the 
same criteria as were used in the selection of the 
patients reported in this publication, and gave 
them Reichstein’s Compound S. Two of the pa- 
tients each received 10 mg. daily intramus- 
cularly and the other two each were given 300 
mg. daily, intramuscularly, in divided doses over 
a twenty-four-hour period. At the end of ten 
days on this therapy there was no improvement 
in any of these four cases; therefore, this part 
of the investigation was terminated. 

Eight patients with rheumatoid arthritis were 
selected for study in such a way that an objec- 
tive and comparative evaluation could be made 
of their response or lack of response to each of 
eight sterols. The only substance which pro- 
duced profound amelioration of symptoms and 
the disappearance of the swelling and tender- 
ness of the joints was Cortisone acetate. There 
was very slight relief of pain and stiffness in 
one patient following the administration of 
ergostanyl acetate and in another following 
Reichstein’s Compound S$ Acetate, but the re- 
lief was not comparable, either qualitatively or 
quantitatively, to that obtained from Cortisone. 
In no case did any of the other sterols give any 
relief of signs and symptoms. These findings 
suggest that the Cortisone molecule has great 
effectiveness and specificity. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 
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What Others Are Saying .. . 


The Real YJeemards of Practice 


Went Back to Nebraska for the first time since 
1932. Went back for a funeral. As the Burling- 
ton carried me across Illinois and Iowa, I tried 
to remember all the people and their names, but 
it was all mixed up, and I was afraid I would 
not know them. So it was with fear I went 
downtown on Saturday night. They let me out 
of the car and I stepped up on the curb in front 
of the Farmers’ Union Store, just as the clock 
was striking eight. There I stood until eleven- 
thirty. I never dreamed of such a home-coming. 
They crowded all around me, and I called them 
all by name. They brought their chidren, grown 
men and women now, and they told me the 
thing I had done for them. It made me very 
happy and humble. And then the crowd melted 


‘away as they went their ways to take up their 
duties of the morrow. Three of the old guard 
‘remained—orie a butcher, one of my drivers—a 
plumber now, and one who had waited table in 
the restaurant—he owns it now. We went over 
to the restaurant and over a table in the kitchen 
we lived over a lot of the past, and I was 
brought up to date on a lot of things that had 
passed. They wanted to drive me home but I 
said “No.” My heart was too full. I needed time 
alone. I walked alone under the cottonwoods of 
that town that was sound asleep. I had forgot- 
ten a place could be so quiet and so peaceful. 
But I thanked my God that I had once been a 
country-doctor.—From a letter written by an Ohio 
doctor to a former teacher. 


Teaching the Medical Student the Whole Man 


A FIVE-YEAR EXPERIMENT in medical education 
which will attract national attention and may 
revolutionize the teaching of medicine has been 
undertaken by the School of Medicine at West- 
ern Reserve University through a grant in excess 
of $400,000 from the Commonwealth Fund. 
That announcement was made by President 
John S. Millis of the university and Dr. Joseph 
T. Wearn, dean of the medical school. The ob- 
jective is to turn out physicians who are better 
equipped to apply scientific knowledge for the 
health of humanity. The plan, which is original 
with the medical school, involves scrapping the 
present curriculum gradually and substituting 
a new one in which the material taught will be 
woven together so that from the beginning the 
medical student sees and feels that man as a 
whole being is his coneern. 

Deficiencies in the present educational pro- 
gram in medical schools include the following, 
according to Doctor Wearn: 

(1) Students are forced to learn a tremen- 
dous number of unrelated details. 

(2) The laborious coverage of factual material 
deadens initiative and curiosity. 

(3) Each individual department presents its 
subject matter without close relation to the offer- 
ings of other departments. 

(4) The separation of preclinical training 


(when the student is concerned with basic 
sciences and not patients) from clinical train- 
ing in the second two years (when he sees pa- 
tients) tends to emphasize the differences rather 
than the interrelation of basic sciences and pa- 
tient care. 

(5) Many teachers have attained their posi- 
tions on the basis of research or care of patients 
and are not necessarily interested or prepared 
for important education responsibilities. 

(6) The medical curriculum has grown by 
addition of new material, has not been drasti- 
cally pruned or rearranged for thirty years, and 
has not been reoriented extensively in spite of 
the great changes which have occurred. 

The project represents a serious attempt to 
remedy such deficiencies by improving the order, 
relationship, and quality of the material pre- 
sented to medical students. Doctor Wearn said, 
“It is an attempt also to restore the proper em- 
phasis on teaching.” Commenting on the pro- 
gram, Doctor Millis said, “I believe that this is 
the most important experiment in medical edu- 
cation that has been undertaken in thirty years. 
The effect of this experiment will be felt, not 
only in medical education throughout the coun- 
try, but also in general education where re- 
evaluation and change is greatly needed.”— 
Buffalo Evening News 139:30, January 25, 1950. 
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BY WALTER J. REICH, M.D. 


Both male and female must be considered in any approach to the diagnosis and 


management of sterility, as either or both may have contributing factors to the lack 

of children. Systematically checking both partners individually and evaluating the 
findings would help untold numbers of barren couples, for many supposedly sterile 
women have conceived after a simple, practical management of the problem. 


AT THE PRESENT TIME there are in the United 
States about two million couples of childbearing 
age who are desirous of having children, and 
since the doctor in general practice is the one 
who sees the vast majority of these cases, we 
feel that it is propitious to offer here the follow- 
ing presentation. According to our results at the 
Cook County Hospital Gynecological Clinic, 
about 30 per cent of the supposedly sterile 
women have conceived after a simple, practical 
management of the problem here described. 

As an introduction, we may say that the ste- 
tility problem can be considered as a business 
with two equal partners, either of whom or both 
of whom may be responsible for the lack of prog- 
eny. Since we have found this to be true, we 
feel that both the female and male must be 
checked individually and evaluated. It must be 
borne in mind that if, at any stage of the inves- 
tigation of either partner, absolute sterility is en- 
countered, the unfinished portions naturally 
should be discontinued. 

We occasionally find that when the patient 


enters the examining room, the first over-all im- 
pression may yield some valuable points in the 
final diagnosis. Such conditions as hyperthyroid- 
ism, myxedema, tuberculosis, general debility, al- 
lergic manifestations, marked hirsutism, marked 
nervousness and anxiety, may be suspected, and 
eventually any of these may lead to the under- 
lying or contributing cause of the sterility. 


Past and Present History 


In an occasional case a subjective survey 
may give the answer to our problem. History of 
infertility in previous marriages and other ste- 
rility problems in the family may be significant. 
History of an abortion is often the etiology. Pri- 
mary amenorrhea may mean congenital absence 
of the vagina or the uterus. Essential dysmenor- 
rhea is extremely important, as this means, in all 
probability, that the patient is ovulating. Oligo- 
menorrhea or hypermenorrhea may suggest ab- 
normal ovarian function denoting that sterility 
may be associated with some endocrine disturb- 
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ance. Prolonged intervals between periods sug- 
gest possible anovulation, especially when asso- 
ciated with irregular amount and duration of 
bleeding. 

Mumps in the female, similar to orchitis in 
the male, may produce a secondary odphoritis. 
History of prolonged fevers may be important. 
Acute appendicitis with rupture of the appendix 
may cause a secondary periodphoritis or second- 
ary perisalpingitis. Previous laparotomy, with 
resultant adhesions, may mechanically block or 
kink the tubes. Dilatation and curettage may be 
followed by cervical stenosis, or hyperenthusi- 
astic curettage, as we have seen on two occasions, 
may be followed by permanent amenorrhea. 
Pulmonary tuberculosis with secondary pelvic 
involvement may also be a factor in sterility. 
Gonorrhea with ascending salpingitis and sub- 
sequent occlusion of the tubes is a frequent 
cause. Pelvic inflammatory disease with a history 
of recurrent bouts of lower quadrant pain as- 
sociated with temperature and often followed 
by dysmenorrhea is of major significance. 

Psychoneurosis must be considered as a factor 
in childless marriages. We are all well ac- 
quainted with the fact that occasionally a couple 
who are married for a good number of years may 
adopt a child, and shortly thereafter the woman 
will conceive. 

X-ray technicians and girls who work in fac- 
tories and are exposed to lead or mercury com- 
pounds may have these as factors in their ste- 
tility. 


General Physical Examination 


Examination must be complete and thorough. 
Even though we have seen pregnancy in pa- 
tients with syphilis, advanced tuberculosis, 
marked essential hypertension, diabetes of long 
standing, and multiple sclerosis, it is our opin- 
ion that medical deviations from the patient’s 
normal physica! and mental status may be a fac- 
tor in lowering her fertility index. Equally im- 
portant may be the finding of a medical condi- 
ation which makes progeny undesirable. 


Examination of the Female Genitalia 


First, a dry speculum is inserted to test the pH 
of the vagina and cervix. Normally, the pH of 
the vagina is acid, while that of the cervix is al- 
kaline. Nitrazine paper is used as an indicator 


and the color is compared to the standard chart 
which is supplied with these papers. We take a 
routine hanging drop to determine the presence 
or absence of Trichomonas and Monilia which 
may also be factors in an occasional case, even 
though these are commonly found during preg- 
nancy. 

The cervix is then inspected for endocervi- 
citis, erosions, eversions, polyps, or prolapsing 
fibroids. The canal is probed for strictures and 
stenosis. 

Cervical disease is frequently encountered in 
the nulliparous woman. Certainly all of us on 
many occasions have seen pregnancy occur in 
the above pathologic cervical conditions and, in 
addition, at the Cook County Hospital, we have 
seen ten intrauterine pregnancies with far ad- 
vanced carcinoma of the cervix. Nevertheless in 
many instances, the disease found in the cervix 
is the apparent cause of sterility. 

The uterus must be examined for position, 
size, shape, and consistency. The position of the 
uterus apparently does not play too important 
a role in sterility. In an occasional case, preg- 
nancy does not occur until after reposition of a 
retroverted uterus. Perhaps the passive conges- 
tion, or the prolapse of the adnexae, or the in- 
ability of the cervix to be in contact with the 
seminal pool were factors. 

Hypoplastic or infantile uterus in which there 
may be an associated endocrine deficiency is 
seen rather often in cases presenting a sterility 
problem. This may be the genital manifestation 
of a puberty or adolescent disturbance. 

Fibroids of the uterus present a combination 
of factors so far as fertility and sterility are con- 
cerned. We have seen many cases of pregnancy 
superimposed on fibroids of the uterus and also 
several women who, with fibroids, did not con- 
ceive until after myomectomy. 

In the adnexal areas, thickening and fixity re- 
sulting from an inflammatory process or endo- 
metriosis are valuable findings and often are the 
underlying cause of the sterility. The finding of 
bilateral ovarian cysts may be of great import. 


Special Tests 


A. Rubin’s Test or Tubal Insufflation. This 
is a very important and integral part of the ste- 
rility study. We feel that no woman éan be 
given an opinion as to whether she can or 
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Figure 1. Uterotubal insufflation (Rubin) test. 


whether she cannot conceive until her tubal 
status is determined. This test should be done 
just before the midperiod. Don’t probe, as this 
may traumatize the endometrium and be a pos- 
sible factor in a subsequent air embolus. It is our 
opinion that dilatation and curettage followed 
immediately by a Rubin patency test should be 
condemned, because this procedure may lead to 
disastrous results. The patient must be afebrile 
and have no systemic contraindications such as 
cardiac or respiratory conditions. A patency test 
is contraindicated in the presense of a vaginitis, 
cervicitis, or pelvic inflammatory disease. 

There are many different mechanical devices 
which may be employed in determining tubal 
patency. We have used most of them, but we 
prefer the one described here which we have used 
in over two thousand cases, both in the clinic, and 
in our offices, with satisfactory results. The essen- 
tial and simple equipment consists of a Neal 
canula attached to a blood pressure apparatus 
(see Figure 1). 

We pump slowly only to 200 mm. of mercury 
and if there is a sudden drop to about 90 and 
then gradual lowering of the mercury, this in- 
dicates that the tubes are open. If the pressure 
remains stationary at 200 mm. for one minute, 
then the tubes are probably closed. If we have 
one negative test, we follow it the next month 
at the same time of the cycle; that is, just be- 
fore the midperiod, and give the patient an 
antispasmodic two hours before and again 
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forty-five minutes before we perform the test. 

Although on many occasions we have used 
CO, from a tank, it is our opinion that the use 
of air seems to be very practical, safe, and 
does not require an elaborate setup in the office, 
or equipment which many men do not have. A 
point that we emphasize is not to make more 
than two attempts at any one sitting and not to 
pump air indiscriminately. 

B. Endometrial Biopsy. This is often found 
to be the missing link in the study of sterility. 
The time for this biopsy is three to five days 
before the onset of the period. This procedure 
can be done in the office with complete safety. 
We use either a Randall or Novak endometrial 
biopsy curette. Strips are obtained at three dif- 
ferent sites. The rubber tubing and the bulb 
used for the patency test is used to blow the 
strip out of the curette and into a biopsy bottle 
containing a 10 per cent formaldehyde solution 
(see Figure 2). 

If the patient has normal ovarian function 
with ovulation and corpus luteum formation, she 
will have typical secretory endometrium, with 
long tortuous and abundant glandular growth. If 
she does not ovulate, she will present a prolifera- 
tive endometrium without secretory changes 
which is the anovulatory type. However, we 
must bear in mind the possibility that normal 
ovulating women have an occasional anovulatory 
cycle. So if we find anovulatory endometrium on 


ometrial Biopsy 


Randall endometrial curette 


Biopsy bottle c)Pregestational or secretory phase 
containing 10% d) Proliferative or anovulatory phase, (absence 
formaldehyde of corpus luteum), pathological 


Figure 2. Technique of endometrial biopsy. 
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Figure 3. Technique of sperm-migration (Huhner) test. 


the first biopsy, we repeat this for three consecu- 
tive months to be sure of her ovarian function. 
We have found on routine endometrial biopsy 
four cases of asymptomatic tuberculosis of the 
endometrium which were responsible for the 
sterility. 

C. Huhner Test or Sperm-migration is done 
on every patient. This is a study of the motility 
of the sperm in the vagina and in the cervical 
canal. The patient comes to the office, preferably 
within two hours after coitus and:a dry specu- 
lum is inserted into the vagina and by means 
of a sterile pipette and bulb, semen is aspirated 
from the posterior fornix and the cervical canal 
(see Figure 3). This test must be done at about 
the time of the expected ovulation, since the 
cervical secretion is most receptive to the sperm 
at this particular time. It is also suggested that 
the husband have no sexual activity for a week 
or ten days prior to the test. Microscopic exam- 
ination should show motile spermatozoa to be 
present in both the vaginal and the cervical ex- 
amination. If the sperm are present in the va- 
ginal secretion and are found immobile in the 
cervical secretion, this means that the fault prob- 
ably lies in the cervical canal. 

D. Temperature Graphs. It is our opinion that 
in some cases valuable information may be ob- 
tained by having the patient take a daily morn- 
ing waking temperature. This is taken at ap- 
proximately the same time every day before 
rising. It may be taken orally or rectally (see 
Figure 4). As progesterone usually increases 


morning temperatures, we often find a differ- 
ence in the plateau in the two weeks after and 
the two weeks before the period. In a typical 
chart, the temperature is higher in the two 
weeks before the period, and the transition point 
is approximately the time of ovulation. If this 
can be determined, it is invaluable in (1) con- 
centration of coitus, (2) determining the time 
to take an endometrial biopsy, (3) the oppor- 
tune time for artificial insemination, and (4) 
the early management of habitual abortion, as a 
persistent elevation with amenorrhea often is the 
first sign of pregnancy much before a positive 
pregnancy test or bimanual interpretation. 


Laboratory Tests 


The following routine laboratory tests are 
done: routine blood count for the possibility of 
ruling out low-grade anemias or primary anemias, 
or blood dyscrasias; routine Wassermann and 
Rh factor; basal metabolism for possible hypo- 
or hyperthyroidism; sedimentation rate for oc- 
cult infection; cervical and urethral smears; 
urinalysis for pyogenic infections, kidney dis- 
ease, or diabetes mellitus and a routine hanging 
drop for possible Trichomonas or yeast infesta- 
tion. 

Uterosalpingography. Although this proced- 
ure is done in very few gynecologists’ or general 
practitioners’ offices, it must be mentioned. It 
can be done in an x-ray laboratory or the x-ray 
department of your hospital. We feel uterosal- 
pingography should be done if the first two 
Rubin patency tests are negative. It will deter- 
mine the point of obstruction of the tubes. This 
is important, for the prognosis is better if the 
tubes are occluded at the fimbriated end rather 
than the isthmic end. We have seen several cases 
in which uterosalpingography showed closed 
tubes and when they were checked again some 
months later, it was found that the tubes were 
open. Three of these patients had no therapy, 
while the others had heat plus antibiotics. It is 
probable that the pressure of the oil may open 


Figure 4. The “Ovulation Thermometer.” 
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some of these tubes. The important point is not 
to make a positive statement or conclusive prog- 


nosis until at least another uterosalpingography 
has been done. 


A sterility patient who on bimanual examina- 
tion shows irregularity in her uterus, may have 
the incorrect diagnosis of fibroids made by even 
a very experienced examiner, when in reality 
she may have some type of congenital anomaly 
which may be a factor in preventing conception. 
This can be found, of course, by uterosalpingog- 
raphy. Although a woman may conceive with 
a bicornate uterus or a septate uterus, or 
a unicornate uterus, occasionally malformation 
may be a factor in the sterility. 


Types of Pathology 
Which May Cause Sterility 


Hypoplastic Uterus 
(infantile type) 


B 


syphilis, or sequelae of gonorrheal infections. 
Such general treatment as reduction of obesity 
of nonendocrine origin, readjustment in habits 


_ to get plenty of sleep and outdoor exercise such 


as simple walking, is important. A general well- 
balanced diet including vitamins is suggested. 
The direct treatment depends upon the speci- 
fic etiology. The more common tonditions we 
have had to treat are the following (see Figure 5). 


A. Inflammatory diseases of the tubes or ova- 
ries are best treated by intrapelvic heat. We have 
been using the intravaginal bag which the pa- 
tient uses at home. We feel that these treat- 
ments should be given daily. Some of these 


pelvic inflammatory processes will resolve, and 
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6. Vaginitis Monilia 
— Gonoccocus 


Figure 5. Some types of pathologies which may cause sterility. 


For a contrast medium we now use Rayopake. 

Blood assay of the hormone levels is impor- 
tant in an occasional case, but at the present 
writing has not reached the stage of practicabil- 
ity in the office management of sterility. How- 
ever, pregnanediol determinations at the height 
of the luteal phase may be an important adjunct 
in determining corpus luteum function. Also, 
low serum vitamin E values may be of value in 
a rare instance of sterility. 


Treatment of the Female 


In the general treatment of the female, we 
might first try to eliminate possible foci of infec- 
tion such as teeth or tonsils which may be fac- 
tors in lowering the fertility index. We should 
attempt to eliminate or correct as much as pos- 
sible chronic infections such as tuberculosis, 
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we have seen an occasional conception subse- 
quent to this type of management. Some of these 
patients are helped also by antibiotics. 

B. Chronic cervicitis. Either simple chronic 
cervicitis or chronic cervicitis with erosion and 
eversion rank high among possible etiologies in 
the study of female sterility. It must be noted 
that especially in a sterility problem the dilata- 
tions after cautery are very important as the 
cicatrization following this procedure may in it- 
self be a factor in sterility. 

C. Vaginitis. Trichomonas or yeast. Unusual 
profuse vaginal discharge may either mechani- 
cally or by changes in the hydrogen ion concen- 
tration be a factor in preventing the penetra- 
tion of the cervical canal by the spermatozva. 
We are continuing to use Argypulvis in the 
management of both of these infestations and 


the results have been good. 
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D. Hypoplastic uterus. Some of these received 
no therapy, and some received intravaginal 
heat, either with or without thyroid and estro- 
genic substance or stilbestrol prior to conception. 
In four cases of hypoplastic uteri associated with 
dysmenorrhea, insertion of a Wylie pessary was 
followed at a subsequent date by conception. 
Just a word of caution at this point; patients 
who conceive with a hypoplastic uterus have a 
tendency toward aborting. This must be borne 
in mind in the management of these cases. 

E. Simple hypothyroidism may be an impor- 
tant factor in sterility and giving adequate thy- 
roid extract to maintain a basal rate of plus 10 
may be an answer to the problem. 

F. Retroversion may be a factor in an occa- 
sional case of sterility. Occasionally, however, in a 
patient with a marked retrodisplacement who is 
unable to conceive, reposition of the uterus and 
the insertion of a gynefold Smith or Hedge 
shaped pessary may be followed by conception. 
Another suggestion to patients with retroverted 
uteri is to have coitus in a knee-chest position 
and then insert a contraceptive diaphragm into 
the vagina and lie on their abdomen for a period 
of half an hour. This brings the seminal pool 
in closer proximity to the cervix. 

G. Endocrine factors, as evidenced by irregu- 
lar periods, may be present. Occasionally thyroid, 
in women with a normal or lowered rate, to- 
gether with appropriate therapy of estrin, stil- 
bestrol, or combinations of anterior pituitary 
and anterior pituitary-like (synapoidan), or 
estrin plus progesterone (cyclogestrin) may reg- 
ulate the periods and conception may take place. 

H. Vaginismus and rigid hymen may be fac- 
tors and psychotherapy or simple dilatation with 
or without anesthesia may be sufficient therapy. 
Occasionally excision of the hymen and _peri- 
urotomy may be necessary. 

I. Anovulatory bleeding. The attempt to trans- 
form pseudomenstruation with anovulation to 
true menstruation with ovulation is probably one 
of the most difficult problems in gynecology. To 
date there is no established method of approach, 
but an occasional pregnancy has been achieved 
by administration of pregnant mare’s serum or 
combinations of anterior pituitary and anterior 
pituitary-like substances, or with the use of 
simple thyroid. Also x-ray therapy with small 
fractional doses over the ovaries and pituitary, 
bilateral wedge-shaped resection of the ovaries, 
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or as a few men believe, simple dilatation of the 
cervix, may be a factor in stimulating ovulation. 

J. Surgery in the management of sterility. Oc- 
casionally a wedge-shaped resection of bilateral 
cystic ovaries may be indicated when ovulation 
fails to take place. Conservative surgery in the 
management of endometriosis may be of value. 
In our experience, plastic operations for Fallo- 
pian tube obstructions were successful in only 
10 per cent of the cases. 

K. Stenosis or cicatrization of the cervical 
canal may be a factor and simple dilatation of 
the cervix might be the answer. 

L. In an occasional case tubal insufflation or 
uterosalpingography may be therapeutic as well 
as diagnostic. 

M. Congenital anomalies of the vagina may 
be a factor and may require surgical interven- 
tion. 

N. External conditions, which may be factors 
in producing dyspareunia, such as Bartholin 
gland involvement, rectal fissure, and trigonitis, 
may also be factors in relative infertility. 

O. Temperature chart as a therapeutic guide 
for time of coitus. Abstinence for a week before 
the time of ovulation as evidenced by the tem- 
perature chart has been a factor in some of our 
conceptions. 

P. Precoital douches of 2 tablespoonfuls of 
soda bicarbonate and | tablespoonful of corn 
syrup in a quart of warm water are used rou- 
tinely and seem to have been of value in an oc- 
casional case of hyperacidity of the vagina or 
impaired sperm motility. 


Objective Survey of the Male 


The study of male sterility is carried out ex- 
actly as in the female. An objective inspection 
may show scanty beard, or marked hip adiposity, 
dwarfism, or disproportionate height spans be- 
tween legs and body. In addition, hyperthroid- 
ism, myxedema, tuberculosis, general debility, 
or marked nervousness and anxiety may be de- 
tected. 


Past and Present History 


Any of the following may be of maximum im- 
port: history of infection such as mumps with 
secondary orchitis; history of long continued 
fevers which may have an effect on spermato- 
genesis; episode of gonorrhea, syphilis, tubercu- 
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losis, or brucellosis may be significant; trauma 
to the genital apparatus which may have re- 
sulted in a hematoma or torsion of the testicle; 
surgery such as herniotomy, operations for un- 
descended testes; hydrocele, varicocele, drain- 
age of a prostatic abscess; possible contacts with 
x-ray or radium; history of sexual excesses, im- 
potency, or premature ejaculations; history of 
insufficient rest, poor dietary regimen; and ex- 
cesses of alcohol or the taking of drugs may also 


be important. 


General Physical Examination 


Physical examination may show some medical 
condition which may lower the fertility index. 
Voice changes, scant beard and body hair, tro- 
chanteric fat deposits, coarseness of the skin, 
and evidences of giantism or dwarfism may be 
most significant. 


Examination of the Male Genitalia 


This examination may show: (a) A penis which 
may be of the micro type or have the presence 
of congenital deformity such as a hypospadias or 
epispadias. The presence of urethral strictures 
may be a factor. (b) Prostate and seminal ves- 
icles in which residual inflammatory processes, 
strictures of the ejaculatory ducts, or calculi may 
be most important findings. (c) Vas deferens 
with residual inflammatory processes, strictures, 
or tumors. (d) Spermatic cord with hydrocele or 
varicocele. Ce) Epididymis with congenital mal- 
formations or residual inflammatory processes, 
which may have been on a G.C. or TB basis. 
(f) Testes which may be undescended, or very 
soft, or atrophic, or be involved in a residual in- 
flammatory process, or have an accompanying 
hydrocele or varicocele. Occasionally a tumor of 
the testes may be found. 


Special Tests 


The all-important special test is the examina- 
tion of the semen. This should be procured after 
a week’s abstinence from coitus and should be 
obtained in a test tube with a cork stopper. It 
can be either a masturbation or coitus interrup- 
tus specimen. If conveyed to the office, it should 
be carried in a coat pocket or purse, and not too 
close to the body as heat affects the sperm mo- 
tility. The examination should be as follows: 
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1. Amount is usually between 2 to 5 cc. 

2. Appearance is viscid when first framed, 
and then undergoes self-liquefaction. 

3. Characteristic pungent odor. 

4. pH which is alkaline, above 7.5. This 
should be tested with nitrazine paper. 

5. Eighty per cent should be motile with 
sperm count between 60,000,000 and 100,000- 
000 per ce., although conception has taken place 
with lower counts. 

6. There should not be more than 20 to 25 
per cent abnormal forms. 

We have been using the following technique 
for counting and staining. Actual count is made 
by the use of a red blood cell counting chamber, 
using .05 per cent solution of azochloramid as a 
diluent. A saturated solution of soda bicarbonate 
with | per cent phenol may also be used. The 
count is made the same way as a red blood cell 
count: Draw semen to .5 mark in a white blood 
cell pipette, then fill the chamber with the dilu- 
ent, and shake gently; 80 smallest squares are 
counted; add six zeroes; this gives the sperm per 
1 cc. of semen. A smear study is made for 
morphology; that is, normal and abnormal forms. 
Make a smear as you would for a blood smear, fix 
by gentle heat, and stain with .25 per cent basic 
fuchsin for five minutes, wash in tap water, dry, 
and examine under oil immersion. Study about 
100 spermatozoa for normality. 


Laboratory Tests 


The following laboratory tests should be made: 
. Urinalysis 

Blood count 

Wassermann 

Basal metabolism 

. Chest plate 

Rh factor 

. Smear and culture urethral and_ prostatic 
discharges. 


Treatment of the Male 


The treatment, of course, depends on the 
etiology. Such general factors as sufficient rest, 
open air exercise, adequate diet including vita- 
mins, no sexual excesses, weight reduction for 
adiposity, and increase in caloric content for 
undernourishment are most important. Various 
conditions and their treatment are: 

A. Impotency and premature ejaculations 
often require psychotherapy. 
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B. Infections of the prostate and seminal 
vesicles may require massage, instillation of 
weak silver salts, diathermy, and often antibi- 
otics or chemotherapy. 

C. Urethral strictures need gradual dilatations. 

D. Hypothyroidism. Sufficient thyroid should 
be given to maintain a basal metabolic rate of 
plus 10. We have had two cases in which thy- 
roid therapy in the male was the apparent cause 
for the conception. 

E. Azospermia. When no sperm are present 
in the ejaculate on three different occasions, a 
testicular biopsy is suggested to differentiate be- 
tween nonformation of sperm in the seminiferous 
tubules and a block in the seminal tract. 

F. Oligospermia. Maintenance of general fac- 


tors as outlined, plus a basal of plus 10, syna- 
poidan (a combination of pituitary and chorionic 
gonadotrophins) starting with 4 cc. twice a 
week and increasing to 1 cc. twice weekly seems 
to have accounted for conceptions in some of 
our cases. Repeat sperm analyses should be made 
to determine the efficacy of this therapy. 

G. Surgery. (1) Bilateral epididymitis is the 
most frequent cause of obstructive sterility in the 
male, and vasoepididymostomy is the procedure 
of choice. Only about 10 per cent of these are 
successful. (2) Occlusion of the ejaculatory 
ducts by stricture may occasionally be dilated 
through the endoscope. (3) Strictures of the 
scrotal portion of the vas deferens are treated by 
resection and end to end anastomosis. 


GP @ Volume I, Number 3 


a 


BY CHARLES J. WEIGEL, M.D. 


The statistics of acute appendicitis with perforation indicate that the morbidity 
and mortality rates are higher than are warranted by modern surgical standards. 


preoperative preparation is extremely important. 


THE MODERN MANAGEMENT of acute appendici- 
tis ranks as one of the outstanding achievements 
of American medicine during the past seventy 
years. Prior to the surgical removal of the first 
appendix by R. J. Hall in 1886, Rokitanski in 
Vienna had failed to recognize appendiceal dis- 
ease in sixty thousand autopsies. Reginald Fitz 
of Boston pointed out the true significance of 
the perityphlitic abscess and its origin usually 
from a lesion of the appendix. When in 1860 
Willard Park began opening abscesses in the 
lower abdomen he solved a problem that had 
been confounding many surgeons. Description 
of “McBurney’s point” by its discoverer, and his 
differential diagnosis of disturbances in the right 
lower quadrant still stands unexcelled as an ex- 
ample of keen clinical observation, and only 
minor contributions have been added to this 
masterpiece. 

Today acute appendicitis carries an over-all 
mortality rate of 1.2 per cent. When combined 
with perforation the rate rises to 17 per cent, 
and when there is abscess formation the rate is 


This is due to injudicious use of laxatives in the presence of abdominal pain, failure 
to procure competent medical attention early, and delay in making proper 
diagnosis. Necessary surgery should be performed as soon as possible and proper 


7.5 per cent. These figures constitute a constant 
challenge to all of us and I propose to review 
briefly the significant factors that move them up 
or down. 


Use of Laxctives 


The injudicious use of |sxatives hastens peri- 
stalsis; it increases the lumenal pressure and ac- 
celerates the pathologic process. Bowers of Phil- 
adelphia found that 89 per cent of the patients 
with perforated appendicitis in his survey had 
received a laxative prior to admission to the 
hospital. My experience is in accord with this 
observation. 


Symptoms and Diagnoses 


There is commonly associated nausea, vomit- 
ing, and anorexia and the temperature may vary 
from normal to 104°F. Pain and tenderness are 
usually localized in the right lower quadrant 
after several hours of upper abdominal distress 
localizing along the course of the colon and 
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Figure 1. Appendectomy. McBurney incision with 
transverse incision in peritoneum. 


found in whatever position the right colon has 
come to rest in its embryonal rotation. It may 
simulate gall bladder disturbance or gastric or 
duodenal ulcers, acute pancreatitis, and kidney 
colic. 

Constipation or diarrhea may be a symptom 
in the early stages. Rigidity is usually present 
to some degree and varies in intensity. Rebound 
tenderness is merely an indication of peritoneal 
irritation, lending little toward the diagnosis. 
Testing for it may cause premature perforation 
in the presence of gangrenous necrosis. A retro- 
cecal appendix may produce symptoms referable 
to the right flank and simulating right ureteral 
colic. 

The white blood cell count should not be re- 
lied upon too strongly. We have all seen in- 


’\Meso-appendix 


Figure 2. Appendectomy. Meso-appendix clamped, 
cut and ligated in sections. 


stances where the appendix was markedly dis- 
tended with pus and the leukocyte count was 
normal or only slightly elevated. 

It is important to include routinely a rectal 
examination in all patients with acute appendi- 
citis to determine the presence of tenderness or 


abscess. 


Preoperative Preparation 


There is general agreement that when the 
diagnosis can be made in the first forty-eight 
hours surgery should be done immediately. It is 
when peritonitis or an abscess has developed 
that there is division of thought as to the proper 
course to follow. 

Regardless of the nature of the disease, the 
essential physiologic functions of the patient 
must be brought to optimum levels before at- 
tempting surgery. Fluid and electrolyte loss from 
diarrhea or vomiting must be restored, and dia- 
betes, if present, controlled. Whole blood or 
plasma should be used when indicated—preop- 
eratively, operatively, or postoperatively. 

Preoperative sedation is best accomplished 
with morphine and atropine or scopolamine. 
These drugs tend to restore bowel tone. If dis- 
tention is marked, a Levin tube with continu- 
ous Wangensteen suction may be started be- 
forehand. 


Operate or Wait? 


There are many surgeons who postpone sur- 
gery if the condition is of more than forty-eight 
hours’ duration. Others believe that surgical in- 
tervention is imperative as soon as the diagnosis 
is established. We can benefit from both these 
schools of thought. 

In my experience there are a number of fac- 
tors that will determine the course to be pur- 


‘sued. When there is a walled-off abscess that 


can be palpated through the abdominal wall or 
rectally, it is safe to defer surgery and treat the 
patient conservatively. 

The patient is kept adequately sedated and 
the mass palpated gently at frequent intervals 
by not more than one person. Oral food and 
fluids are withheld, a Levin tube is passed, and 
adequate amounts of fluid and electrolytes are 
given intravenously or subcutaneously. Hyalu- 
ronidase makes it possible to give adequate 
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fluids subcutaneously by using 500 viscosity 
units at the selected site. When the mass sub- 
sides and the general condition improves (the 
bowel sounds returning to normal), the Levin 
tube can be removed and oral feeding started 
slowly. Adequate amounts of penicillin, strep- 
tomycin, and aureomycin should be given in all 
cases. 

If the localized peritonitis with abscess forma- 
tion shows signs of spreading, laparotomy with 
drainage should be done, the appendix being 
removed if it is safe to do so. Should the abscess 
point toward the rectum, posterior vaginal vault, 
or abdominally, incision and drainage is indi- 
cated with removal of the appendix at a later 
date. 

An abscess encountered on opening the ab- 
domen should be left intact and an extraperi- 
toneal drainage done with closure of the pri- 
mary incision. If the appendix can be removed 
easily through this incision over the abscess, it 
should be done, otherwise it is best to wait a 
reasonable length of time before making the 
attempt. This procedure will definitely shorten 
the operative time and lower the mortality rate. 


Type of Anesthesia 


Consultation with the anesthestist pays big 
dividends. Spinal anesthesia is excellent when 
indicated but is not without its dangers. Cyclo- 
propane, nitrous oxide, ether, or local anesthesia 
augmented with sodium pentothal will also give 
gratifying results and make the procedure easier. 


Type of Incision 


In reviewing the literature on this subject in 
1949, I found that the majority prefer the Mc- 
Burney muscle-splitting incision because it gives 
adequate exposure and causes the least amount 
of trauma. Others adhere to the right rectus or 
the transverse incision. In any event, it is best 
to open the abdomen so that you obtain ade- 
quate exposure and produce the least amount of 
trauma. In the majority of my patients I use the 
McBurney incision which is over the point of 
greatest tenderness. Should further exposure be 
necessary it is simple to enlarge the opening by 
cutting the anterior sheath of the rectus muscle 
transversely, retracting the right rectus medially, 
and opening the posterior sheath and _perito- 
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Non-absorbable 
suture 
on stump_ 


Figure 3. Appendectomy. Non-absorbable suture 
placed around base of appendix. Stump not inverted. 


neum. I prefer to open the peritoneum trans- 
versely so that if extension of the opening is 
necessary no angulation will result when closing 
the peritoneum. Proper exposure minimizes 
trauma and makes for a more comfortable post- 
operative course. 

The next important step is the use of suc- 
tion or sponges moistened in saline to keep the 
field clear. This will minimize trauma and add 
much to the postoperative comfort. ° 

When the appendix is found, the mesoappen- 
dix should be ligated in sections rather than in 
one large mass so as to avoid cutting through a 
blood vessel and producing bleeding difficult to 
control. Crushing the appendix at the point of 


Absorbable suture 
on stump. 
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Figure 4. Appendectomy. Absorbable suture placed 
around base of appendix. Purse-string suture placed, 
appendix removed. Stump is then inverted and 
purse-string suture tied. 
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ligature should not be done because of the dan- 
ger of pressing infected material through the 
wall. Simply ligate it and amputate, treating the 
stump with some method of cauterization. If 
you do not invert, use a nonabsorbable ligature 
at the base. Good results are reported by both 
groups on the question of inversion. However, 
when the cecum is involved, with spreading in- 
flammation, it is best not to invert. 

If drainage is necessary, it can be accom- 
plished in one of two ways. A drain may be 
placed into the abscess or the peritoneum closed 
and a drain placed down to it. When draining 
the abdominal cavity, the drain should be placed 
along the right gutter. The peritoneum is closed 
with a continuous absorbable material, preferably 
chromic #00 doubled; the fascia with inter- 
rupted nonabsorbable material as cotton, silk, or 
#32 steel wire; and the skin with interrupted 
cotton, silk, or dermal suture. 


Postoperative Care 
Sedation. Discomfort can be allayed best with 


morphine which controls apprehension and 
helps to restore bowel tone. The rhythmic move- 
ments of peristalsis are increased in frequency 
and decreased in amplitude. By giving a lesser 
dose of morphine at the time of closing the in- 
cision, the patient is comfortable for a longer 
period and recovers from the anesthesia without 
prolonging the excitement stage. 

Decompression. When continuous Wangen- 
steen suction with a Levin tube has been 
started preoperatively, the tube should be left in 
place during surgery and suction started postop- 
eratively. If it has not been used before it should 
be started as soon as there is any indication of 
a spreading peritonitis. Otherwise it is deferred 
until persistent vomiting occurs. This drainage 
of the upper intestinal tract is continued until 
bowel sounds return to normal and the patient 
passes flatus voluntarily. A rectal tube may also 
be inserted. I do not recommend the use of arti- 
ficial peristaltic stimulants in these cases because 
with a local or general peritonitis there is some 
degree of paralytic ileus with distention, and 
their use adds the further risk of perforation of 
the bowel. 

Enemas should not be given until the fourth 
or fifth day and then only if the patient is pass- 
ing flatus freely. A safe procedure is to wait un- 


til the fourth day and if the patient is passing 
gas freely, order a glycerine suppository at night 
and follow it with a saline enema on the morn- 


ing of the fifth day. 


Fluid Balance and Vitamins 
The fluid and electrolytic balance of the post- 


operative patient is important for many reasons, 
the most important being kidney function. The 
normal person must excrete at least 500 cc. of 
urine daily of 1.030 specific gravity to eliminate 
35 grams of solids. As an added factor of safety 
this amount is raised to 1000 cc. in the surgical 
patient. The insensible water loss has been esti- 
mated by Coller at 1000 cc. to 1500 cc. Fluid 
loss through respiration and from the bowel adds 
another 1000 cc. The amount of fluid needed 
daily by the average surgical patient is from 
3000 to 3500 cc. An extraordinary loss from 
vomiting, diarrhea, excessive perspiration, or 
through Wangensteen suction must be added to 
the basic total. 

Since the body normally requires 6 grams of 
sodium chloride daily, this need can be met with 
but 500 to 1000 cc. of normal saline. The bal- 
ance of fluid and electrolytes should therefore 
consist of 5 to 10 per cent glucose in water and 
protein hydrolysate. A typical postoperative 
order then would include 500 to 1000 cc. of 
normal saline, 1500 to 2000 cc. of 5 or 10 per 
cent glucose in water, and 1000 cc. of protein 
hydrolysate. 

The rate of administration should not be too 
rapid. If the rate exceeds 200 to 300 cc. per 
hour, or 50 to 75 drops per minute, diuresis is 
stimulated and further dehydration may result. 

The required amount of ascorbic acid con- 
sistent with normal health and to promote heal- 
ing of the wound is 0.6 mg. to 1.5 mg. per 100 
cc. of blood. This can be supplied by giving 
300 to 500 mg. of soluble vitamin C directly 
with the parenteral fluids. 

Vitamin K may be given in the presence of an 
increased bleeding time. 


Antibiotics 


An adequate amount of penicillin is given 
daily in combination with intravenous sul- 
fonamides or intravenous aureomycin. It has 


been found by past experiences that the combi- 
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nations of these antibiotics give better results 
than using them singly. Penicillin is given in 
an initial dose of 200,000 to 300,000 units and 
100,000 units every three hours. The dosage of 
aureomycin is 100 mg. intravenously every six 
hours. 


Ambulation 


When there are no contraindications ambula- 
tion may be started on the second day. When 
the patient is to be kept in bed because of severe 
infection, active and passive exercises should be 
instituted in an effort to prevent thrombophle- 
bitis. If the danger of thrombophlebitis exists, 
heparin and Dicumarol should be given after 
the first twelve hours. Heparin is given at the 
rate of 1000 to 2000 units per hour or 10 to 20 
mg. per 10 cc. of venoclysis to maintain the 
coagulation time at 15 to 30 minutes. Dicumarol 
is given orally in doses of 300 mg. the first day, 
200 mg. the second day, and 100 to 200 mg. 
daily to maintain the prothrombin time at 40 
per cent of normal. If the coagulation time or 
prothrombin time increases beyond these figures 
fresh blood and vitamin K should be given. 


Conclusion 


We must make every effort to recognize the 
condition of acute appendicitis within the first 
forty-eight hours and perform the necessary 
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surgery as soon as the patient is in optimum 
condition. Proper preoperative preparation is 
extremely important. Sedation, restoration of 
fluid balance, and the reduction of distention 
must be effected first. The surgical procedure 
should provide adequate exposure with mini- 
mum of trauma to the tissues. When an ab- 
scess can be palpated it is best to defer surgery. 
Should a well-defined abscess be found on open- 
ing the abdomen extraperitoneal drainage should 
be established, removing the appendix only 
when indicated. Localized or generalized peri- 
tonitis should be treated by simple drainage and 
the removal of the appendix deferred. 

Give adequate fluids and electrolytes postop- 
eratively. Three thousand to 3500 cc. daily are 
sufficient for the average patient. Control dis- 
tension with the Levine tube and continuous 
Wangensteen suction. Do not use artificial peri- 
staltic stimulants. Morphine is a good sedative 
and produces mild rhythmic peristalsis. 

Give the antibiotics in adequate amounts to 
control the infection, but do not depend on 
them to take care of errors in aseptic technique. 
Vitamin C is essential to rapid healing when 
given in adequate amounts. Get the patient up 
as early as possible, but when not feasible, stress 
active and passive exercises in bed to minimize 
the risk of thrombophlebitis. 

An extensive bibliography accompanying this article 
is available wpon request from the Editorial Office of GP. 
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Jefferson Medical College, Philadelphia 


Uicerative couitis is a chronic inflammatory 
disease of the colon and is of unknown etiology. 
The disease occurs most frequently between the 
ages of 20 and 30 years and the onset may be 
insidious or sudden. Of 500 cases of gastrointes- 
tinal disease seen in the medical wards of the 
Jefferson Hospital during the past 2 years, there 
were 24 cases of ulcerative colitis with about 
equal sex distribution. The site most frequently 
affected is the rectosigmoid region, but the en- 
tire colon, including the terminal ileum may 
show evidence of the disease; rarely is the dis- 
ease confined to the right colon. There is a severe 
inflammation of the mucosa and submucosa, but 
the deeper layers are not often affected. Upon 
proctoscopic inspection superficial ulceration, fri- 
ability, and granularity are the characteristic 
changes noted in the mucosa. Diarrhea is usually 
present and the liquid stools contain bloody 
mucus and often pus, but in some of the milder 
cases the stool is formed and constipation is pres- 
ent. Lower abdominal pain and fever are vari- 
able in frequency and severity. Early, the health 
remains good, but the disease usually pursues a 
chronic course lasting many years, marked by a 
succession of relapses and remissions. 

An examination of these patients includes the 
following: (a) careful and complete history, par- 
ticularly including a psychiatric history; (b) 
complete physical examination bearing in mind 
that this is a disease frequently associated with 
variable systemic manifestations; particular at- 
tention in this regard should be paid to the eyes, 


From thé Jefferson Medical College and Hospital, Phil- 
adelphia, Pennsylvania. 


GP @ June, 1950 


THE MANAGEMENT OF ULCERATIVE COLITIS 


BY Cc. WILMER WIRTS, M.D. and M. H. F. 


FRIEDMAN, Ph.D., 


skin joints, kidneys, and liver; (c) rectal exam- 
ination with a careful search for anal fissures 
and fistulas; (d) proctoscopic examination; (e) 
stool examination; (f) if stool examination is 
negative and gross ulcers are present, material 
aspirated or scraped from the base of a suitable 
lesion in the rectum is cultured and examined 
microscopically; (g) complete blood count, urin- 
alysis, blood Wassermann, skin test for venereal 
lymphogranuloma; (h) barium enema, if pa- 
tient’s general condition permits; (i) x-ray study 
of chest. (See Figures 1 to 9 inclusive.) 


Differential Diagnosis 


Ulcerative colitis should be differentiated from 
the following: 

Bacillary dysentery, for which a stool culture 
for pathogens is usually specific. This finding, 
and the response to treatment, as well as the 
course of this disease, serves to differentiate it 
from ulcerative colitis. 

Amebic dysentery, determined by the presence 
of ameba in the stool and scrapings from rectal 
ulcers. In addition the proctoscopic picture in 
amebic dysentery is totally different from that 
found in ulcerative colitis. In the former small 
elliptic, punched-out ulcers rather than diffuse 
superficial ulceration may be found in the rec- 
tosigmoid area. The granularity and friability of 
the mucosa noted in ulcerative colitis are absent. 
The complement fixation test for amebiasis will 
also be of aid. 

Intestinal tuberculosis. The ulcerative type of 
intestinal tuberculosis is rare in the absence of 
pulmonary tuberculosis; therefore an x-ray study 
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of the chest should be made. The hyperplastic 
type is rare today; when found it is usually as- 
sociated with a palpable mass in the abdomen. 
In both types the stool should be examined for 
the tubercle bacillus. 

Neurogenic colon. In that variety referred to 
as “mucus colitis” the stool consists largely, and 
at times wholly, of a while jelly-like material 
without blood or pus. In the syndrome called 
“irritable colon” there is usually a history of 
long-standing laxative habit; the stool frequently 
is hard and does not show blood or pus. In both 
forms the rectal mucosa fails to show the ulcer- 
ation, friability, or granularity so commonly 
found in ulcerative colitis. 

Regional enteritis. In regional enteritis the rec- 
tosigmoid is not often involved except for the oc- 
casional presence of a few scattered, small, ellip- 
tic, punched-out ulcers resembling amebic ulcers. 
Also, in this disease the terminal ileum usually 
is shown roentgenologically to be narrowed, 
whereas the distinguishing feature of ileitis when 
associated with ulcerative colitis, is marked dila- 
tation of the involved terminal ileum. 

Benign and malignant tumors of the colon. 
These are differentiated on the basis of history, 
rectal examination, proctoscopy, and roentgen 
study. Carcinoma of the colon may be found as- 
sociated with long-standing ulcerative colitis. 

Congenital polyposis. Polyposis commonly de- 
velops in ulcerative colitis, and is found most 
frequently in the third and fourth decade. Bi- 
opsy is an aid in diagnosis; congenital polyposis 
which occurs mainly in children is characterized 
by adenomatous change, but the pseudopolyps 
of ulcerative colitis are inflammatory and sug- 
gest benign attempts at regeneration. - 

Venereal lymphogranuloma. A positive Frei 
test and the characteristically elevated serum 
globulin are suggestive of this disease. Addi- 
tional confirmation may be obtained by bacteri- 
ologic study of the pus from a bubo and biopsy 


of the involved rectal mucosa. 


Etiology 


Question: What is known about the cause of ulcer- 
ative colitis? Is there a specific bacterium respon- 
sible? 


' Answer: The cause of ulcerative colitis is un- 
known. Many competent investigators feel that 
some factor, as yet undetermined, causes a low- 


ering of tissue resistance in the mucosa of the 
colon, which permits the secondary invasion of 
a wide variety of bowel organisms. Bacterial in- 
fection has long been suspected because of the 
clinical course as well as the character of* the 
local changes in the colon. In spite of numerous 
investigations there is no definite proof that a 
specific bacterium is responsible. 


Question: What role does infection play in the cause 
of ulcerative colitis? Are any special microorganisms 
or viruses implicated? 


Answer: It is now recognized that bacterial in- 
fection of the bowel plays only a secondary role. 
Various organisms have been isolated from stools 
and bowel scrapings but none has proved specific 
for the disease. Bargen’s diplostreptococcus is now 
regarded as probably a variant of the fecal strep- 
tococcus which acts only as a secondary invader. 
B. necrophorum, an anaerobic, nonspore forming, 
Gram-negative organism, has sometimes been 
isolated from the colon of patients with ulcera- 
tive colitis but it is also found in patients with 
other colonic diseases. B. dysenteriae has been 
found in the stool of many cases of ulcerative 
colitis and a positive agglutination reaction has 
been obtained in these patients as well as in 
many other cases. The clinical picture of bacil- 
lary dysentery resembles ulcerative colitis closely 
and some observers claim that ulcerative colitis 
is the aftermath of bacillary dysentery. 

A virus has occasionally been isolated from 
the colon in ulcerative colitis but its etiologic 
role is unknown. 


Question: What is the role of dietary deficiency in 
this disease? 


Answer: Ulcerative bowel lesions, including 
those of the colonic mucosa, have been pro- 
duced experimentally in animals kept on diets 
deficient in vitamin A, the B complex group, 
and diets supplying inadequate protein. In man, 
however, the relationship is not proved. While 
low vitamin A blood levels are often found, it 
is not clear whether this is the result rather than 
the cause of the disease. 


Question: Can ulcerative colitis be explained on a 
basis of a specific allergy? 


Answer: While some workers feel that allergy 
may be a specific etiologic factor, it is generally 
accepted that this may be responsible for only a 
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actively engaged in gastrointestinal research. 


small number of cases. It is, of course, conceiv- 
able that tissue sensitivity may play an impor- 
tant role once the disease is established. 


Question: What is lysozyme? 


Answer: Lysozyme is a bacteriolytic and mucoly- 
tic enzyme described first in 1922 by Fleming 
as occurring in tears. It has since been found in 
nasal mucus, gastric juice, bowel secretion, 
human milk, pathologic transudates and exu- 
dates, and the white of the hen’s egg. 


Question: What proof is there that lysozyme is the 
local agent which initiates the lesions of chronic ul- 
cerative colitis? 


Answer: The evidence implicating lysozyme as 
the etiologic agent in ulcerative colitis is entirely 
circumstantial and the significance often ques- 
tionable. Although the enzyme can cause the 
dissolution of bacterial mucoproteins, no corres- 
ponding substrate for lysozyme action has been 
obtained from human sources. In no human 
tissue from which lysozyme has been obtained 
has there been assurance that the region was 
free from lysozyme-producing organisms. 

In some patients, but by no means all, who 
present symptoms of ulcerative colitis the 
lysozyme content of the stool is high. The 
lysozyme content of the colonic contents, how- 
ever, is very slightly, if at all, elevated above 
normal levels. Lysozyme solutions applied to 
bowel mucosa often cause inflammatory reac- 
tions but exactly similar effects have been ob- 
tained with distilled water and concentrated 
solutions of amino acids. 

We must consequently draw the conclusion 
that more evidence is necessary before accepting 
the theory that lysozyme is the local etiologic 
agent. 
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Question: How is lysozyme concentration deter- 
mined? Can this be done in the hospital routine 
laboratory? 


Answer: Lysozyme dissolves bacterial mucus. 
The procedures for determination of lysozyme 
concentration are based on the ability of the 
test solution suspected of containing lysozyme 
to either decrease the viscosity of a mucus prep- 
/aration or to decrease the turbidity of a mucus- 
producing bacterial suspension. The tests are not 
readily made in routine laboratories. Since the 
question of lysozyme in relation ~ colitis is at 
present largely academic, there is no need to 
determine its concentration routinely. 


Question: What is the basis for the use of sodium 
hexadecyl sulfate as an antilysozyme agent? 


Answer: Certain detergents, including sodium 
hexadecyl sulfate and sodium lauryl sulfonate, 
inactivate lysozyme. The improvement reported 
in ulcerative colitis patients taking detergents has 
been offered as evidence that lysozyme has a role 
in the etiology of the disease. These detergents, 
however, inactivate other enzymes as well, and 
at one time Portis attributed the benefits to in- 
activation of trypsin. 


Question. Ulcer of the duodenum is often attributed 
to the digestive action of gastric juice. Has it ever 
been suggested that ulcerations of the colon are 
due to the digestive action of pancreatic juice? 


Answer: Portis and Necheles are of the opinion 
that the hypermotility of the bowel permits large 
amounts of pancreatic juice to reach the colon 
where the mucosa is damaged by the proteolytic 
action of the trypsin. As evidence, they showed 
that irrigation of the colon with solutions of 
trypsin caused colonic mucosa damage. Other 
investigators, however, have shown that shunt- 
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Figure 1 (top). Case C. G., female, aged 35. Roent- 
gen study showing mild early changes in ulcer- 
ative colitis. 


Figure 2 (middle). Case F. G., male, aged 39. 
Roentgen study showing advanced changes of 
fibrosis and contraction of colon with polyposis. 
This patient required ileostomy with total colec- 
tomy. 


Figure 3 (bottom). Case R. S., male, aged 18. 
Roentgen view showing secondary development 
of diffuse polyposis of the entire colon and in- 
volvement of the terminal ileum. Onset of severe 
diarrhea, abdominal cramps, and high fever fol- 
lowed severe emotional conflict due to jealousy 
of stepmother. Conservative measures were em- 
ployed for three months but the course was stead- 
ily downhill. Heostomy and total colectomy were 
performed with cessation of symptoms and im- 
provement for about one year. There was then a 
gradual return of symptoms with ultimate demise 
two years and four months after onset. 


ing the pancreatic secretion directly into the 
terminal ileum or colon was without detrimental 
effect and by actual determination of the trypsin 
activity of colon contents we also were unable 
to support this hypothesis. 


Question: Is there any danger in barium enema 
studies or sigmoidoscopy in the acutely ill patient? 
Should these procedures wait until the acute phase 
is over? 


Answer: Since the diagnosis of ulcerative colitis 
rests so largely on the proctoscopic examination, 
it is important that this be carried out even in 
the acutely ill patient. If good judgment, care- 
ful technique, and an instrument of moderate 
diameter is employed, there should be no great 
risk in examining the patient on his side. How- 
ever, congestion and spasm of the rectum may 
permit insertion of the instrument only a few 
inches and a vigorous attempt to go beyond this 
point should not be made at this time. It is un- 
wise and unnecessary to give a barium enema 
to the acutely ill patient. This is particularly 
true when preliminary cleansing enemas and 
purging with castor oil is employed. We have 
observed one patient in whom this procedure 
was employed inadvertently with the subse- 
quent development of increased fever, diarrhea, 
bleeding, and cramps. 

Certainly the possibility of the more serious 
risk of perforation has to be considered. There- 
fore it would appear to be wiser to defer the 
barium enema until the patient is no longer 
acutely ill. 
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Question: Are remissions common in ulcerative colitis? 


Answer: Remissions are the rule in the majority 
of the patients with ulcerative colitis; only a 
small percentage go on uninterruptedly to the 
terminal stages. 


Therapy 


Question: Can patients with ulcerative colitis be 
treated in the home satisfactorily? 


Answer: If the patient is ill enough to be con- 
fined to bed, he should be hospitalized, particu- 
larly during the acute phase. Even in the mild 
cases a change in environment is considered a 
benefit in itself. When the condition has become 
quiescent or improvement is maximum, further 
treatment can be supervised in the office. 


Question: How long do you keep patients in bed? 
Has it any relation to the number of bowel move- 
ments daily? How much activity do you permit the 
patient, and how soon is it wise to permit walking 
and daily exercise? 


Answer: When the disease is severe and active, 
complete bed rest should be instituted until the 
patient is free of fever. Frequently coincident 
with the fall in temperature there is a reduction 
in the number of stools. This will not occur in 
all patients, however, and moderate frequency 
of bowel movement in the absence of fever 
should not prevent the patient from indulging in 
mild, diverting activity, including short walks. 
Increased activity should be undertaken only 
after further improvement when the stools are 
formed and movements do not exceed 1 or 2 
daily. 


Figure 4. R. S. (same case as Figure 3). Specimen of 
resected colon and terminal ileum showing ad- 
vanced thickening, ulceration, and polyposis. 


Figure 5 (above). Case D. B., female, 
aged 20. Roentgen view showing mod- 
erate diffuse polyposis which followed 
an initial fulminating attack of ulcer- 
ative colitis, which responded satisfac- 
torily after three months of hospital 
care. Patient has remained well, re- 
turned to work, and is contemplating 
matrimony one and a half years after 
recovery. 


Figure 6 (left). Case M. F., female, aged 
45, with a_ fifteen-year history of 
chronic ulcerative colitis who ultimately 
developed jaundice, a palpable liver, 
and ascites. Specimen obtained at nec- 
ropsy shows chronic ulcers and fibrosis 
of colon. 
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Figure 7. M. F. (same case as Figure 6). Histologic 
appearance of ulceration and inflammation of in- 
volved colon. 


Figure 8. M. F. (same case as Figures 6 and 7). Gross 
appearance of cirrhotic livers observed at necropsy. 


Figure 9. M. F. (same case as Figs. 6-8). Histologic 
appearance of liver showing portal cirrhosis. 


Question: Discuss in detail the dietary of chronic 
ulcerative colitis. Should milk be withheld—there 
seems to be some doubt about this in the literature? 
How much fluid is allowed? 


Answer: In general, the diet should be a bland 
high protein (150 Gm.), high caloric, and low 
residue diet. In the acutely ill patient anorexia 
may be extreme, and the minimal fibrous resi- 
due from ground meat and vegetable may still 
be sufficient to cause an excess number of stools. 
In these instances some form of hydrolyzed pro- 
tein can be used as supplement to milk, eggs, 
toast, and cooked cereal. Lack of palatability of 
the protein products can be overcome by using 
a flavored combination such as Protenum (Mead 
Johnson); one ounce (3% packed level table- 
spoons) supplies 12 Gm. protein, 105 calories, 
and 0.35 Gm. calcium. 

Many patients with ulcerative colitis are sen- 
sitive to milk or develop such a sensitivity in the 
course of their illness. When this is the case 
some can tolerate the milk if the amount is re- 
duced; in others, complete withdrawal is nec- 
essary. Needless to say, the attractiveness with 
which the food is served and the ingenuity used 
in preparing a variety of foods will aid the pa- 
tient materially in regaining his appetite. When 
appetite has returned, undue restriction in diet 
should not be made; it should be varied fre- 
quently and adapted to the individual patient. 
This is best accomplished by adding to the basic 
diet until the patient is taking approximately 
3500 calories daily, and all foods are being used 
except those highly seasoned or those that have 
been found to produce an increase in the stools 
of that particular patient. We restrict fluids 
orally when it appears to be increasing the di- 
arrhea. 

Following is a representative diet which we 
employ in the gastrointestinal clinic of the Jef- 
ferson Hospital for an ambulatory ulcerative 
colitis patient: 


BREAKFAST 
Fruit: orange juice or grapefruit juice (avoid the fibre ). 


Cereal: any smooth mush, such as farina, germea, cream of 
wheat, cornmeal, or strained rolled oats. 


Eggs: one or two eggs with ham or bacon (avoid the fibrous 
part). 


Bread: white bread and butter, toast, or Zwieback. 


Beverage: coffee in moderation, chocolate, cocoa, or tea. 
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Figure 10 (left). Travellor bag. a) the thin filler, b) the ring and cover for the bag, c) the retaining belt. Dr. 
B. Cattell, The Lahey Clinic Bulletin, 4:47, October, 1944. Figure 11 (middle). Rutzen ileostomy bag showing 
wide flange and opening which is applied over stoma. Figure 12 (right). Rutzen bag attached to patient with 


ileostomy. 


LUNCH OR DINNER 
Soup: broths, bouillon, cream soups, chowder. Purees of peas, 
beans, lentils, lima beans, or artichoke hearts. All skins or 
fibre should be removed by passing through a ricer. 


Vegetables: rice, potatoes (baked, mashed, hashed brown, or 
French fried), sweet potatoes, hominy, tomatoes (stewed, 
strained, and with cracker crumbs), well cooked cauliflower 
tops with cream sauce, asparagus tips, noodles, macaroni, 
or spaghetti (cooked soft with a little cream sauce or cheese ). 
Cornlet in cans furnishes sweet corn without the indigestible 
husks. String beans may be eaten occasionally if very young 
and tender. 


Bread: white bread and butter, hot biscuits, made small so as 
to consist mainly of crust. No rough branny breads or bran 
biscuits. 

Dessert: simple puddings, custards, gelatin, plain cake, canned 
or stewed fruit. (When the bowels are constipated take 
stewed fruit twice daily.) Dried, pared fruit may be used 
for stewing. Do not add too much sugar. Apple sauce made 
from unpared, uncored apples; they should be strained later 
The sauce may be diluted with a little tapioca or sago. The 
apples may be baked. Blackberries, not loganberries, can 
be stewed and strained, and the sweetened sauce thickened 
with cornstarch. Canned fruits, such as pears and peaches, 
are allowed. 


AVOID: green vegetables, salads and raw fruits, canta- 
loupe and melon, all coarse uncooked cereals and breakfast 
foods, smoked or canned fish or pork, veal, crab, and lobster, 
sugar in concentrated form. Take no candy or other food be- 
tween meals. 


Avoid eating in a rush or when mentally distraught. 


Question: Discuss the use of vitamins, crude liver ex- 
tract, and iron preparations. 

Answer: Ulcerative colitis patients usually suffer 
from vitamin deficiency and anemia. The fol- 
lowing should be given orally, if possible: vita- 
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min A (up to 100,000 units daily), syrup or 
elixir of vitamin-B complex (1 to 2 teaspoon- 
fuls), and ascorbic acid (100 mg. after meals 3 
times a day). If bleeding is severe or massive 
or if there is a lowered prothrombin time, vita- 
min K, menadione, 65 mg. (1 grain), intra- 
venously will be of great aid. Iron is best given 
as the elixir of ferrous sulfate in the dose of 0.2 
to 0.4 Gm. (3 to 6 grains) 3 times daily after 
meals, and crude liver extract 2.0 to 5.0 cc. in- 
tramuscularly daily, until there is a maximum 
improvement in the anemia. Vitamin B,, may 
be substituted for liver. The dose is vitamin B,, 
30 pg. once or twice weekly, either alone or 
combined with folic acid. 


Question: A perusal of the literature shows no real 
evidence of the value of chemotherapy or antibi- 
otics and yet they are advised on the idea they may 
be helpful. Do you advise their use? If so, which 
drug or combination do you use? What is the dos- 
age, and how long are they continued? What labora- 


‘tory controls are really essential? Are there any 


dangers connected with sulfonamide therapy? 


Answer: In acutely ill patients with fever we 
have employed sulfaguanidine and sulfasuxidine, 
8 to 12 Gm., or sulfathalidine, 6 Gm. in 24 hours. 
for periods of 4 to 12 weeks, usually withholding 
the drug for one week of rest after giving it for 
2 weeks. The danger of sulfonamides is anemia, 
leukopenia, kidney damage, exfoliative derma- 
titis, and aggravation of the diarrhea. Even 
though the sulfonamides employed are consid- 
ered nonabsorbable, they may produce high 


blood levels when the intestinal mucosa is ex- 
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tensively inflamed and ulcerated. Therefore, it 
is important to check the hemoglobin content, 
erythrocyte and leukocyte count as well as the 
urinalysis and urine output at frequent inter- 
vals. If untoward reactions develop, prompt 
withdrawal of the drug is indicated. Penicillin, 
streptomycin, aureomycin, and chloromycetin 
have all been employed. In our experience Crys- 
ticillin, 300,000 units given intramuscularly 
every 12 hours alone, or with streptomycin 0.5 
Gm. intramuscularly and 0.5 Gm. orally every 
12 hours has been of aid in the severely ill pa- 
tient. Aureomycin, 250 mg. every 8 hours, has 
been reported to be of benefit. This dose may be 
increased or decreased depending upon the re- 
sponse of the patient. Chloromycetin has been 
used in fewer cases so that final evaluation is 
not possible at present. It is generally felt that 
the improvement following the use of these an- 
tibiotics is due to the control of secondary bac- 
terial invasion of the colon. 


Question: What drugs and methods do you use in 
controlling the acute diarrhea? How long do you 
continue using them? 

Answer: Phenobarbital, 30 mg. (% grain) 4 
times daily, after meals and at bedtime, alone 
or with extract of belladonna, 7.5 mg. (% grain), 
or with atropine sulfate, 0.4 mg. (1/150 grain), 
may be given orally. If abdominal discomfort is 
pronounced, deodorized tincture of opium, 0.3 
to 0.6 cc. (5 to 10 drops) 2 to 3 times daily 
for a few days; if this is ineffective codeine sul- 
fate, 30 mg. (% grain), given with atropine sul- 
fate, 1 mg. (1/60 grain) orally or parenterally, 
will usually relieve pain and decrease the num- 
ber of stools. The application of hot, moist, ab- 
dominal compresses is of considerable benefit 
in relieving abdominal cramps. In the majority 
the acute diarrhea will have become sufficiently 
modified after a week’s rest to permit withdrawal 
of the narcotics. General therapeutic measures, 
and the cooperation of the patient in voluntarily 
restricting undue stool frequency can often be 
employed at this stage in controlling the diar- 
thea. When indicated, barbital may be contin- 
ued in small doses for indefinite periods ‘with 
benefit. 


Question: What do you give for intestinal colic? 


Answer: Deodorized tincture of opium, 0.3- to 
0.6 cc. (5 to 10 drops) 3 times daily, and con- 
stant hot moist abdominal compresses. If relief 


is not obtained, sodium phenobarbital, 60 mg. 
(1 grain), or codeine sulfate, 30 mg. (% grain) 
with atropine sulfate, 0.4 to 1.0 mg. (1/150 to 
1/60 grain) every 6 to 12 hours, may be added 


parenterally. 


Question: Is sedation advisable and how long should 
it be continued? What drugs do you use for this 


purpose? 


Answer: Sedation is of great benefit in calming 
the anxiety so frequently found in these patients. 
The barbiturates are ideal for this purpose. At 
the start of treatment, small doses of phenobar- 
bital, 15 to 30 mg. (4% to % grain) every 3 to 4 
hours during the day, with a larger dose, 90 mg. 
(1% grain) at bedtime, aids in allaying the pa- 
tient’s fears and reducing bowel motility. The 
medication can be reduced or eliminated accord- 
ing to the degree of improvement. Seconal or 
Nembutal, 90 mg. (1% grain), may be substi- 
tuted for night sedation. We do not believe that 
bromides offer any advantage over barbiturates. 


Question: Are cathartics or laxatives ever prescribed 
for these cases when constipated? If so, which are 
safe to use? 


Answer: We prefer not to use laxatives in these 
patients. In our experience constipation is best 
overcome by adding more bulk to the diet in- 
cluding fruit and prune juice, establishing a reg- 
ular time for going to stool and obtaining physi- 
cal and mental rest. Small doses of a sedative 
such as phenobarbital, 15 mg. (%4 grain) after 
meals and bedtime, aid the patient to relax. 
Three ounces of warm mineral oil used as a re- 
tention enema overnight reduces the irritation 
from the passage of a hard, scybalous stool. If 
laxatives must be used, the safest are mineral oil, 
half to one ounce, or compound licorice powder, 
2 to 4 teaspoonfuls taken at bedtime. 


Question: What is the rationale for the use of an 
extract of intestinal mucosa? Is this extract avail- 
able commercially? Is dried, defatted, whole duo- 
denum equally effective? 


Answer: It is theorized that in ulcerative colitis 
the mucosal lesions are due to the absence from 
the bowel of some protective factor. The de- 
ficiency of this intrinsic factor makes the bowel 
susceptible to various noxious processes, includ- 
ing those suggested by many as primary etiologic 
agents. To test this hypothesis, extracts of in- 


GP @ Volume I, Number 3 


Be 
| 
| 
Ailes 


testinal mucosa were administered daily to 27 
patients with proven ulcerative colitis. Evalua- 
tion of the results after one year's treatment 
showed that of 27 patients, 11 exhibited a good 
symptomatic response, 13 exhibited good symp- 
tomatic response and healing of the ulcers, while 
3 were considered failures. Much more work is 
needed before this theory can be accepted as 
proved. The extract is not available for general 
use at this time. A commercially available prep- 
aration of dried, defatted duodenum, (not to be 
confused with the extract used in the investi- 
gation cited) was found to be inert. 


Question: Are bismuth preparations, kaolin, etc., 
harmful? Can they cause pressure necrosis? 
Answer: These preparations are only moderately 
effective in checking the diarrhea of ulcerative 
colitis. Sometimes they do form a hard inspis- 
sated mass which causes impaction and pressure 
necrosis. This is a particular hazard in the pres- 
ence of blood and bowel stricture. 


Question: Are vaccines and serums of any use? In- 
travenous typhoid injections? 

Answer: Autogenous vaccines made from vari- 
ous organisms isolated from the colon have been 
used extensively. Their effectiveness, however, 
has not been established. Sera have been con- 
sidered of more value and are reported to be of 
great aid in some cases, particularly during the 
fulminating stage. Polyvalent dysentery, B. coli, 
enterococcus, and various streptococcal sera have 
been employed. Typhoid vaccine given intra- 
venously is nonspecific in its action; its beneficial 
effect in some patients is attributed to the fever 
reaction which it causes. It should not be used 
in critically ill or debilitated patients but pref- 
erably reserved for those individuals who are 
afebrile. 


Question: What are the indications for transfusion? 
How often and how much do you give? When do 
you use plasma? Whole blood? Is it true that these 
patients are more liable to have serious reactions 
than others? 

Answer: Blood should be given the patient show- 
ing evidence of sepsis and toxemia, and for 
anemia, hypoproteinemia, and general debility 
following blood loss and long-standing disease. 
Frequent small transfusions (250 cc.) of whole 
blood are most beneficial and should be repeated 
at intervals of 2 to 3 days until the anemia has 
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been overcome. Plasma is used to combat shock 
when whole blood is not immediately available. 
To combat hypoproteinemia when the anemia is 
not severe, small (250 cc.), frequent transfu- 
sions of plasma are to be preferred. Acutely ill 
patients who are very anemic and severely debili- 
tated are prone to have transfusion reactions. 
The small transfusion given slowly is the best 
means of guarding against this. 


Question: What is the rationale for the use of physi- 
ologic saline? Glucose and saline? Ringer's solution? 
Hartmann’s solution? 


Answer: In patients with diarrhea the most im- 
portant problem is to prevent the acidosis and 
dehydration resulting from loss of alkaline in- 
testinal contents and water. This may be done 
effectively by intravenous administration of 
fluids. The solution used should be isotonic 
with blood. 

Physiologic sodium chloride solution may be 
used to prevent dehydration but it is not best 
suited to restore acid-base balance. 

Glucose and saline administration offers a 
means of giving patients the needed fluid and 
calories and preventing ketosis. 

Ringer's solution is a solution which is iso- 
tonic with blood and contains various inorganic 
ions in a balanced proportion similar to blood. It 
is the ideal solution to restore fluid and maintain 
acid-base balance and is indicated particularly 
in severe vomiting or diarrhea. The sodium bi- 
carbonate in this formula, however, makes ster- 
ilization of the solution by boiling impractical 
since this would cause carbon dioxide to be 
driven off. Sterilization is effected by passing 
the solution through Seitz filters. 

Hartmann’s solution is similar in composition 
to Ringer’s except that sodium lactate replaces 
sodium bicarbonate. The advantage of this is 
that it permits easy sterilization simply by boil- 
ing. The sodium lactate is gradually oxidized, 
giving a prolonged effect. This solution has had 
its widest use in children but may be used in 
adults. 


Question: When is the use of oxygen advised? 


Answer: Oxygen can be used to combat anox- 
emia and varied degrees of shock. This may be 
given effectively in 100 per cent concentration 
by the B.L.B. mask when severe toxemia, high 
fever, and cyanosis are present. 
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Question: It has been reported that the patient with 
ulcerative colitis is in negative nitrogen balance. 
What is meant by this? 

Answer: Protein is often conveniently measured 
by its nitrogen content, which averages 15.7 per 
cent of the weight of protein. The end products 
of protein metabolism are excreted as nitrog- 
enous wastes. The daily output of nitrogen must 
be balanced by an equivalent amount of nitro- 
gen intake. If the intake is greater than the out- 
put, the patient is said to be in “positive balance.” 
If, however, the output is greater than the in- 
take, the body tissue proteins are contributing 
the difference and the patient therefore goes 
into a “negative balance.” 


Question: When do you prescribe amino acids? What 
product do you use and how is it administered? For 
how long? 

Answer: It has been shown that most ulcerative 
colitis patients are in negative nitrogen balance 
during the acute phase of the disease. Amino 
acids are useful in correcting this and are used both 
orally and intravenously as hydrolyzed protein. 
Ideally the average adult patient should take in 
about 3500 calories. This should consist of 150 
Gm. of protein with at least an equal amount of 
glucose for its protein-sparing action. When 
there is an insufficient intake of protein foods, 
we have found Essenamine (Winthrop-Stearns), 
or Protenum (Mead Johnson) in a 15 to 25 per 
cent solution, suitable for oral administration, 
and Parenamine (Winthrop-Stearns) or Ami- 
gen (Mead Johnson) (casein hydrolysate solu- 
tion 5 per cent with dextrose 5 per cent) for in- 
travenous use. Intravenous administration is em- 
ployed until the patient has a satisfactory oral 
intake. When sufficient protein in the form of 
meat, vegetables, etc., can again be given, the 
supplementary feedings are discontinued. 


Question: Discuss a total parenteral alimentation 
regimen as advised by Paulson. How long should it 
be continued? 
Answer: Paulson feels that intestinal rest is 
accomplished by feeding the patient completely 
parenterally. To accomplish this he gives the 
patient casein hydrolysate solution, blood, plas- 
ma, glucose, saline, and vitamins ‘intravenously 
from 12 to 40 days. During this time the pa- 
tient takes nothing by mouth, but an attempt is 
made to provide 25 calories per kilogram of body 
weight daily parenterally. 


Question: It has been suggested that certain per- 
sonalities develop chronic ulcerative colitis. Is this 
true? What role do psychic factors or neuroses play 
in this disease? Have any permanent cures followed 
psychic therapy? Is psychoanalysis ever contrain- 
dicated? 


Answer: By careful psychiatric study of small 
groups of patients with ulcerative colitis it has 
been found that they have the neurotic traits of 
tension, inability to assert self, anxiety, sensi- 
tivity, hostility, immaturity, guilt, etc. The dif- 
ficulty has been to determine what portion of 
these traits are the result of the disease and what 
portion are of etiologic importance. That they 
are aggravating factors in recurrence in many 
patients and that they play a role in the original 
onset in some, appears fairly generally accepted. 
Improvement rather than permanent cures are 
usually spoken of in this disease. Psychotherapy 
is an important adjunct in the treatment of 
many of these patients but we are not aware of 
well-documented cases with long follow-up 
which have shown permanent cure resulting 
from such therapy alone. Psychoanalysis is con- 
traindicated in those patients who have an ad- 
vanced form of fulminating ulcerative colitis. 


Question: Are extraenteric phenomena common, such 
as: erythema nodosum, arthralgia, purpura, and rheu- 
matoid arthritis? Is any specific therapy directed 
toward them, or do they improve with the general 
methods employed? Are they the result of a spread 
of infection, or do they represent an allergy or hy- 
persensitivity? 


Answer: Erythema nodosum and purpura are 
uncommon complications. We have seen two 
examples of this in girls, both of whom were 16 
years of age; one was colored and had a mod- 
erately severe form of ulcerative colitis, the other 
was white and had advanced disease. Arthralgia 
is frequently found in association with ulcer- 
ative colitis and arthritis is not rare. The latter 
is often severe and equally as incapacitating as 
the bowel disturbance. All of these associated 
features are looked upon as an allergy or state of 
hypersensitivity rather than a spread of infec- 
tion. They usually improve concomitantly with 
improvement in the colitis and therefore do not 
require specific therapy. When arthritis is ad- 
vanced under these conditions, relief has been 
reported to have followed total colectomy. At 
times permanent joint deformities result in spite 
of all therapeutic measures undertaken. 
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Question: Discuss the use of local rectal instillations. 


AnsWver: It is doubtful if rectal instillations have 
any beneficial effect. Any good that might be 
expected from antiseptics is largely overcome by 
the irritation they cause. In our experience the 
only instillations of value are 1 to 3 ounces of 
mineral oil, olive oil, or cod liver oil which is re- 
tained overnight by those patients whose disease 
is confined to the rectum and sigmoid and who 
are passing hard stools. 


Question: How would you manage a massive rectal 
hemorrhage? 


Answer: Massive rectal hemorrhage is not com- 
mon in ulcerative colitis. However, the general 
approach should be that employed for any mas- 
sive gastrointestinal hemorrhage, and should in- 
clude the following steps: (a) complete bed rest 
should immediately be instituted; (b) sedation, 
sodium phenobarbital 120 mg. (2 grains) intra- 
muscularly every 6 to 12 hours; (c) type and 
cross match in preparation for possible whole 
blood transfusion; (d) determine prothrombin 
time and if abnormal give menadione 65 mg. 
(1 grain) intravenously. If shock is present or 
incipient, systolic blood pressure 90 mm. of mer- 
cury or below, or a falling diastolic and widen- 
ing pulse pressure usually with a rapid thready 
pulse, start whole blood or plasma transfusion; 
Ce) withhold everything by mouth for 8 to 12 
hours or until shock has been combated; Cf) 
parenteral feeding will be required according to 
the amount taken orally; use casein hydrolysate 
solution 5 per cent with dextrose 5 per cent, 
physiologic salt solution, glucose in distilled 
water, or Ringer's solution; (g) determine the 
blood urea nitrogen, plasma chloride, and carbon 
dioxide combining power as a guide to the fluid 
and electrolyte requirements. The daily urinary 
output should be maintained at 800 cc. or more. 


Question: What is your frank opinion as to the limi- 
tations of the general practitioner in handling a 
case of chronic ulcerative colitis? When should he 
call in the gastroenterologist? Surgeon? Psychia- 
trist? 


Answer: We feel that the general practitioner 
can handle the mild case of chronic ulcerative 
colitis, but if the patient becomes acutely ill and 
requires hospitalization, the specialist in gastro- 
intestinal diseases or a well-trained internist 
should be consulted. The successful treatment 
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during this stage of the illness often requires 
the maximum effort of the physician with the 
widest experience with this disease. A well- 
trained surgeon should be consulted for the treat- 
ment of complications of ulcerative colitis. Sur- 
gical intervention is necessary in about 10 to 15 
per cent of cases. 

The emotional problems are of great impor- 
tance in this disease, but for the most part they 
are best handled by the intelligent sympathetic 
physician who is sincerely interested in the pa- 
tient’s problems. Formal psychiatry is only re- 
quired in a small percentage of patients. 


Question: When is ileostomy indicated? Colectomy? 


Answer: Surgery in the patient with ulcerative 
colitis is indicated when the following condi- 
tions exist: perforation which has become 
walled-off or is incipient; recurrent hemorrhage; 
those cases of diffuse polyposis which are sus- 
pected of being associated with carcinoma; stric- 
ture with partial obstruction and perirectal infec- 
tion, ulceration, and fistula. In most of these 
complications ileostomy will be indicated as the 
first operative step and, in the majority will have 
to be followed by total colectomy at a later 
period. Ileostomy is indicated also in some cases 
which have a refractory anemia, arthritis, or se- 
vere infection. Surgery is contraindicated in the 
presence of active hemorrhage, acute fulminat- 
ing ulcerative colitis, and the initial acute per- 
foration into the free peritoneal cavity. 

Partial colectomy is indicated after an interval 
of 6 to 12 months for diffuse polyposis, severe 
infection, arthritis, bleeding, and anemia per- 
sisting after ileostomy; also for segmental colitis. 
Abdominal perineal resection is indicated when 
the rectum is the source of hemorrhage and re- 
current infection. 


Question: Discuss the management of a patient with 
ileostomy. What do you advise in the nature of 
special care of the stoma? Which type bag do you 
advise? What diet do you advise, and how long 
should the patient be kept on it? Does the bag have 
to be worn all the time? How soon can these pa- 
tients return to work? 


Answer: When surgery is undertaken for ulcer- 
ative colitis a complete transection of the ileum 
with ileostomy is usually performed. We agree 
with Cattell that the success in the treament of 
patients after surgery depends greatly on the 
care of the ileostomy. The following program is 


based largely on his suggestions. Ideally the 
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ileal stoma should be placed 2 inches below and 
1 inch to the right of the umbilicus and should 
project 1 to 1% inches above the skin. Immedi- 
ately after operation the ileum should be de- 
compressed with a soft French catheter of size 
20 or 24, and skin care should be inaugurated 
immediately. Cattell prefers compound tincture 
of benzoin applied liberally directly to the skin, 
then a thin layer of gauze, and a layer of rubber 
dam with a hole just large enough to fit over 
the projecting lips of the stoma. A thicker layer 
of gauze is placed over the rubber dam, which 
can be removed when soiled and the rubber 
dam washed without disturbing the dressing un- 
derneath. If skin irritation does develop, 5 per 
cent aqueous solution of tannic acid is applied 
with cotton and kept in place for 15 minutes, 
and the skin is dried and Fuller’s earth applied. 
After 12 to 14 days an ileostomy bag of the 
Travellor type (see Figure 10) may be em- 
ployed." 


Qvestion: Should associated anorectal lesions, such 
as hemorrhoids, fissures, and fistulas be treated, 
or is it best to delay such treatment in these cases? 


Answer: Since many of the complications of ul- 
cerative colitis are improved or cured following 
ileostomy, it is usually wise to avoid anything ex- 
cept conservative management of hemorrhoids 
and anal fissures and fistulas. 

During the first month after operation mild 
obstructive symptoms should be overcome by 
gentle dilatation of the stoma with the gloved 
finger. After 3 to 6 months, shrinkage and con- 
traction about the stoma are usually sufficient 
to permit the use of an ileostomy bag of the 
Rutzen type (see Figures 11 and 12) that is 
measured to fit the individual patient.? By cor- 
responding with the manufacturer, instructions 


1The Travellor ileostomy bag can be obtained from 
the E. F. Mahady Company, 851 Boylston Street, 
Boston 16, Mass. 

*The Rutzen ileostomy bag can be obtained from H. 
W. Rutzen, 3952 N. Lowell Avenue, Chicago 41, Ill. 


regarding the necessary measurements can be 
obtained. This bag has a wide flange whith is 
sealed to the skin with cement and prevents 
ileal contents coming in contact with the skin. 
It is worn both day and night because in spite 
of the ileal discharge becoming quite formed, 
particularly after colectomy, leakage and soiling 
onto the skin can occur at any time. The relief 
from this soiling has been a very important fac- 
tor in restoring the morale in these patients. 
Dietary management of patients with ileos- 
tomy is the same as indicated in the question re- 
ferring to the dietary of chronic ulcerative colitis 
patients. Every effort should be made to have 
them return to a normal diet as soon as possible. 
The time for them to return to work will vary 
somewhat with their occupation but it is more 
dependent upon the state of nutrition and the 
patient's success in managing the ileostomy; the 
average length of time is 1 to 3 months. 


Question: Patients with ileostomy often develop ex- 
tensive excoriations of the perifistular skin which 
are painful and a source of great trouble. Can you 
suggest how this may be treated? 


Answer: The erosions of the skin are due to the 
irritant and digestive action of the proteolytic 
enzyme of the intestinal drainage material. The 
excoriating action of this fluid may be nullified 
by destroying the enzyme. For this purpose 
Protegel (Wyeth), a preparation made by con- 
centrating aluminum hydroxide gel to the con- 
sistency of a paste, has been found to be very 
useful. The paste is applied liberally to the af- 
fected area every few hours or oftener during 
the first 2 or 3 days and thereafter only when 
dressings are changed. No oils or petroleum jelly 
dressings are used with the paste. 

Most of these difficulties can be avoided by 
making Lester Dragstedt’s type of ileostomy. A 
few inches of ileum are brought through the 
abdominal wall and covered with skin grafts. 
In this way, a penis-like spigot is produced to 


carry all the intestinal contents into the bag. 
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Later Life of Patient With Anxiety 


DoustLess many Army physicians wondered 
what was going to happen eventually to the 
many recruits whom they saw during World 
War II suffering from neurocirculatory asthenia, 
effort syndrome, or anxiety neurosis. Evidently, 
poor materials had gone into the bodies and 
nerves and brains of these boys, so that they 
could not stand up well to strain of any kind. 
They broke down long before they had even 
learned to drill. They were constantly complain- 
ing of breathlessness, palpitation, pain in the 
chest, nervousness, fatigue, headache, dizziness, 
a tendency to faint, spells of apprehension, 
trembling, and discomforts all over. Many had 
a rapid pulse, considerable tremor, exaggerated 
reflexes, blue cyanotic legs and feet, cold, wet, 
clammy hands, and a tendency to have a tem- 
perature around 99.6° after any excitement. 
Many had headaches, insomnia, excessive sweat- 
ing, feelings of smothering, flushes, vascular 
throbbing, and indigestion. 

E. O. Wheeler, Paul D. White, Eleanor W. 
Reed, and M. E. Cohen reported (J.A.M.A., 
March 25, 1950) a most interesting and valuable 
study to show what happened to 173 persons of 
this type who were located 20 years after Doc- 
tor White first examined them. 

As any wise, old general practitioner could 
have prophesied, on the whole, these people did 
very well; they had not been particularly subject 
to disease, and they had adjusted pretty well to 
life. Interesting is the fact that although they 
had been anxious all the time for 20 years and 
had suffered from functional discomforts, they 
had not come to any bad end, and had not de- 
veloped many organic diseases. 

Fewer of these patients had died than might 
have been expected from calculations based on 
the mortality rates for the general population. 
Possibly some of this better mortality was due 
to the fact that these persons were above aver- 
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age in income, education, and social level, and 
perhaps they paid more attention to their health 
than the average person does. 

Certainly these results can be used effectively 
in cheering worried patients who are much 
frightened about their neurocirculatory asthenia 
and their many distresses. Similar observation 
can be made in the cases of sickly migrainous 
women who, although frequently uncomfortable 
and ill, rarely show any organic disease, and 
commonly live on into their seventies. 

In this particular group studied in Boston, 12 
per cent appeared to have recovered from their 
weakness, 35 per cent had the old symptoms but 
no disability, 30 per cent had symptoms with 
mild disability, and 15 per cent had symptoms 
and moderate or severe disability. 

The authors concluded that there is no evi- 
dence from this group that a constant anxiety 
can cause diseases such as hypertension, heart 
disease, peptic ulcer, diabetes, asthma, thyrotoxi- 
cosis, ulcerative colitis, hysteria, or schizophrenia, 
which are now supposed by many writers to be 


due to anxiety. 


Plastic Surgery of Breasts 


IN THE PAST many surgeons have feared that the 
removal of the nipple or the severing of the 
ducts below it might lead to the development of 
cancer of the breast. The question has been of 
considerable importance because so many women 
with very large and heavy breasts have wished 
that some plastic operation could be done to re- 
lieve them. Many surgeons have refused to per- 
form such plastic operations because of the as- 
sumed dangers of transplanting the nipple. 

In discussing this subject, Dr. Herbert H. 
Davis of Omaha tells of the work of surgeons 
who have transplanted the nipple and who later 
have not seen cancer develop (Arch. Surg., 58: 
790). Some experiments on mice and rats once 
gave the impression that ligation or closure of 
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the nipple by cautery might lead to the develop- 
ment of carcinoma of the underlying breast, but 
these experiments were done on strains of mice 
in which the incidence of spontaneous cancer 
was high. 

Doctor Davis for years has kept an eye on 
twenty-four patients in whose cases the ducts 
beneath the nipple had been excised incidental 
to the removal of benign tumors or cysts, and 
in none of them has he seen carcinoma develop. 
In some cases in which the ducts have been in- 
terrupted near the nipple, the woman has since 
had children without trouble. 

In the discussion of the paper, Harrington of 
the Mayo Clinic said that although he had seen 
cancer of the breast occur in the cases of a few 
patients who had had a plastic operation done 
on the breasts, he could not exclude the prob- 
ability that the patient would have developed 
carcinoma anyway. Incidentally, Harrington re- 
marked that he had followed a series of 200 
patients who had been found to have a cystic 
mastitis of the Schimmelbusch type. Some pa- 
thologists consider this a precancerous condition, 


but Harrington was not able to get any evidence 


to support this view. 

Harrington concluded that there is no evi- 
dence to show that the removal of benign tumors 
which often block ducts leads later to the de- 
velopment of cancer. 

Possibly now, with this evidence in hand, 
more surgeons will be willing to perform plastic 
operations on heavy, disfiguring breasts. 


Priscoline in Acute Poliomyelitis 


E. Smrru, D. J. Grauparp, AND P. RosENBLATT 
have reported their experience in attempting to 
block nervous pathways which may cause spasm 
and pain in acute cases of poliomyelitis (New 
York State J. Med., Nov. 15, 1949). In 120 
cases, they used Priscoline intramuscularly 
whenever there was acute pain, hyperesthesia, or 
spasm of the muscles. For children over 16 years 
of age, the beginning dose was 50 mg. If it 
caused flushing, the patient was given this dose 
every 24 hours. If it did not produce flushing, 


the dose was increased 12.5 mg. every 3 or 4 


hours until the amount was found which would 
produce the desired flushing. This amount or 
the next smaller dose to it was then used. 

As soon as pain and spasm in the muscles 


subsided, the Priscoline was given by mouth. 
The dose by mouth was somewhat higher than 
by injection. For children between the ages of 5 
and 16 years, the beginning dose was 25 mg. 
Children less than 5 years of age were given the 
drug in the form of an elixir. Initial dose was 
10 mg. 

Priscoline caused nausea and vomiting in 1 
out of 20 of the patients. There was no sign of 
accumulation of the drug, and in one case it 
was given for seven and one-half months. It 
appeared to produce a sense of well-being. It 
helped the patients to rest more comfortably 
during the day and to sleep better at night. The 
appetite improved. The acute pain subsided 
quickly, and muscle twitchings disappeared. The 
usually cold and clammy skin became warmer. 

If the writers are not too overly enthusiastic, 
it would appear that they have found a most 
helpful drug for treatment of poliomyelitis. 


Prolonged Anesthesia With Procaine 


For years reports have appeared in the liter- 
ature of excellent results obtained in the treat- 
ment of localized pain by injection of the area 
with a solution of procaine or some other anes- 
thetic. Writers have maintained that in many 
cases a very disturbing pain disappeared per- 


manently after one or more injections. 

Now comes Dr. Samuel Monash, from the de- 
partment of dermatology of New York Medical 
College, and Flower and Fifth Avenue Hos- 
pitals (J. Investigation Dermatol., Feb., 1950), 
with the statement that local anesthesia which 
will last for two weeks or more can be obtained 
by injecting subcutaneously an aqueous suspen- 
sion in water of a procaine base. A delayed local 
anesthesia can be produced, also, by injecting 
subcutaneously a suspension of procaine peni- 
cillin in water. 

The secret lies in the fact that the insoluble 
base remains in the tissues to be absorbed slowly. 
Doctor Monash made the experiments upon 
himself. 

1. A suspension of 0.1 Gm. of procaine base 
suspended in 1.0 cc. of water with the aid of a 
small amount of dispersant Aerosol OTCR) was 
injected subcutaneously into the anterior sur- 
face of the left arm. Complete local anesthesia 
resulted in an area 2.5 cm. in diameter and per- 
sisted for 20 days. 
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2. The above experiment was repeated, using 
0.05 Gm. of procaine base suspended in 1.0 ce. 
of water. The anesthesia lasted for 14 days. 

3. Procaine base was dissolved in 95 per cent 
ethyl alcohol and diluted with water to make a 
5 per cent solution in 50 per cent alcohol. 1.0 
cc. of this solution containing 0.05 Gm. of pro- 
caine base was injected subcutaneously. The an- 
esthesia lasted 16 days. 

4. In other experiments, 0.25 cc. of a suspen- 
sion in oil containing 75,000 units of procaine 
penicillin were injected subcutaneously in one 
area, and 0.25 cc. of a suspension in water con- 
taining 75,000 units of procaine penicillin were 
injected in another area. There was no immedi- 
ate anesthesia. Three days later there was anes- 
thesia in the area where the water suspension 
had been injected, but none in the place where 
the oil suspension had been injected. 

Similar methods of injecting insoluble anes- 
thetic bases in aqueous suspension or in alco- 
holic solution can be carried out with other an- 
esthetic compounds, such as Larocaine, Mety- 
caine, and Nupercaine. 

It would seem likely that such injections with 
lasting anesthesia would give grateful relief to 
some patients with chronic pain. They might 
also give very grateful help to the unfortunate 
doctor who is constantly being applied to by the 


patient for some relief. 


Poliomyelitis in the Arctic 


EvERY SO OFTEN an observation is made which 
is of tremendous importance because it invali- 
dates in a moment much theorizing that has 
gone on for years. For instance, for years it has 
been assumed by many men that because the 
great American epidemics of poliomyelitis occur 
during the summer, the transmission of the dis- 
case is probably effected or at least aided by 
some insect. 

Now comes the remarkable report of A. F. W. 
Pert (Canad. Pub. Health J., Oct., 1949). After 
noting that some 30 epidemics of polio have 
been reported from the Arctic prior to 1914, he 
tells of two new outbreaks. The first one began 
in July, 1948, when an Eskimo man and an 
Indian girl became paralyzed. They were living 
near Eskimo Point and Padlei, 150 miles north 
of Churchill, which is more than halfway up 
the West coast of Hudson Bay. 
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In September, 1948, an Eskimo named Tutu, 
while on his way from Churchill to Pistol Bay, 
visited a number of places on his route. The first 
week of October, two cases of paralytic polio- 
myelitis appeared at Nunella and Eskimo Point, 
places which Tutu had visited. One of the men 
afflicted at Eskimo Point later went to Padlei, 
where in December, 1948, seven paralytic cases 
appeared. 

The next outbreak came at Chesterfield Inlet, 
at the upper end of Hudson Bay and near the 
Arctic Circle. It followed the visit there, en Jan- 
uary 28, 1949, of a missionary from Eskimo 
Point. This man had been visiting the sick at 
Eskimo Point, but appeared well. On Feb- 
ruary 14 a case of poliomyelitis appeared at 
Chesterfield Inlet, and within 17 days there 
were 54 paralytic cases with 14 deaths. A re- 
markable point is that this severe epidemic came 
in the depth of an arctic winter when the tem- 
perature averaged —27° F. Interesting, also, is 
the fact that in some cases the child who came 
down with polio was living many miles from a 
town. A relative went in for supplies, returned, 
and perhaps 11 days later the child was dead. 
In one case a man of 33 named Kappi, who 
lived 50 miles north of Chesterfield had seen no 
stranger for months. His brother and another 
relative named Akralayuk, went into Chester- 
field just prior to the discovery of the first case 
in that camp. They returned home on Febru- 
ary 13, and 15 days later Kappi was dead of 
polio. Akralayuk came down with the disease, 
as probably did most of the persons in the vil- 
lage. Most of them were ill, and 4 remained 
somewhat paralyzed. 

In another article in the same issue of the 
Journal, A. J. Rhodes and his colleagues reported 
the finding of poliomyelitis virus in various 
specimens obtained from the sick Eskimos. 

These observations now make it clear that 
contact with carriers is highly important. Highly 
important, also, is the lack of immunity in the 
populations affected. 

Another interesting paper on poliomyelitis to 
come from Canada (Canad. M. A. J., Sept., 
1949) reports that epidemiologic studies in a 
farming area in Ontario indicated that the dis- 
ease was spread chiefly by contact between chil- 
dren. The infectious period extended from 8 
days before the onset of symptoms to 11 days 
thereafter. The spreading of the disease is done 
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commonly by a child who has what appears to 
be a minor illness. Of a total of 112 persons ex- 
posed, apparently only one contracted the dis- 


ease in a clinically recognizable form. 


Streptomycin in Tuberculosis of the Eye 


A. C. Woods reported (Arch. Ophth., Nov., 
1949) the giving of streptomycin, 0.5 Gm. twice 
daily, combined with promizole 6.0 Gm. daily, in 
divided doses, and that that this treatment had a 


dramatic effect in controlling inflammation due 
to tuberculosis of the eye in the cases of the 14 
patients treated. The improvement came some- 
where between nine and twenty-one days after 
treatment was started. After that, the improve- 
ment was slow’ but steady. 

Naturally, certain scarred tissues could not be 
restored to normal, but other and more recent 
lesions, such as infiltrates in the cornea, nodules 
in the iris, and exudates in the choroidal coat, 


regressed. 


“Now, students, this is what we call an alcoholic.” 
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Information Please 


Relative Values of Antihistaminic Drugs 


Q. With all this excitement about the new anti- 
histaminic drugs, has any study been made to help 
a physician in deciding which one to prescribe? 


A. Yes, several studies have been made. T. H. 
Sternberg, D. J. Perry, and Paul LeVan reported 
a study of 13 of the commonly used antihista- 
minics (].A.M.A., April 1, 1950). As the Council 
on Pharmacy and Chemistry of the American 
Medical Association recently noted, these drugs 
are coming out so fast that it is impossible for 
the doctor to decide which are good and which 
are poor. What we all would like to know is 
which are the most efficient; which have the 
fewer unpleasant side-actions; and which have 
the least toxicity. 

One difficulty, of course, is to find a good 
method for testing antihistaminics. What ap- 
pears to be the best one, and the one that was 
used by Sternberg and his colleagues, was that 
in which the experimenter produces a wheal by 
driving histamine into the skin with a measured 
electric current. The drug to be tested is then 
given to see if it can prevent the formation of 
the wheal. Each of the 13 drugs chosen was 
tested on 10 persons. Placebo-controls were like- 
wise given to 10 persons. One difficulty in mak- 
ing the tests was that different persons varied 
widely in their response to the same antihista- 
minic drug. Clinically, of course, we know well 
that patients with only certain troubles, such as 
urticaria, respond well to the antihistaminics. It 
is hard to say why some persons respond so 
poorly to a usually effective antihistaminic drug. 
Possibly at times the drug is not well absorbed 
from the intestine. Fortunately, when a number 
of the subjects were retested at intervals over a 
period of several months, the variation in reac- 
tion was not large. 

The test indicated that Benedryl, Pyribenz- 
amine, Neo-antergan, and Hydryllin were most 
active, and all to about the same degree. Next 
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came a group of Thephorin, Diatrin, Trimeton, 
Decapryn, and Tagathen. At the end of the list 
were five weak drugs: Benaline hydrochloride, 
Thenylene HCl, Histadyl! HCl, Neohetramine, 
and Antistin. 

As the authors pointed out, the antihistaminic 
drugs have other properties. Thus, they may 
combat the effects of acetylcholine; they have a 
local anesthetic action; they have an action re- 
sembling that of stimulation of sympathetic 
nerves, or they have an action antagonistic to 
that of stimulating sympathetic nerves. Some 
have antispasmodic and quinidine-like properties. 

Sternberg felt that the clinical results obtained 
with the drugs correlate well with the experi- 
mentally obtained results. He mentioned the 
work of other experimenters whose results were 
in fair agreement with his. 


Great Obesity During Pregnancy 


Q@. | have a young woman who, during her preg- 
nancy, has already doubled her original weight. Is 
it known why these women sometimes get so heavy 
with their first pregnancy? 


A. Some writers think that there is an in- 
crease in the function of the anterior pituitary 
gland which produces the powerful growth hor- 
mone. Others think it more likely that a change 
has taken place in the weight-regulating center 
in the hypothalamus at the base of the brain. It 
is known that tremendous obesity sometimes 
follows experimental injury to. the hypothal- 
amus in animals. 

In a recent article, J. H. Sheldon reported a 
study of forty women who became exceedingly 
obese during pregnancy or after delivery 
(Lancet, Nov. 12, 1949). He studied, also, for 
control purposes, forty women with about the 
same number of children, who had not gained 
weight after delivery. 

He found that the increase in weight might 
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come after all pregnancies or after only one 
pregnancy, often when the baby was a boy. In 

ical cases there was a rapid initial gain of 
weight, followed by a phase during which the 
weight remained steady. In occasional cases it 
later decreased. 

In these stout women, there was some tend- 
ency to abnormal pregnancies. There were an 
abnormally large number of stillbirths and of 
children who died shortly after birth. The 
women tended to produce big babies. Menstru- 
ation was unaffected and lactation. was normal. 
In some cases there was an excess of milk. Two 
of the 40 women became diabetic in later life. 

Doubtless in these cases much could be done 
if the physician could induce the women to live 
on a proper diet without a tremendous increase 
in calorie content. 


Sympathectomy in Older Persons 


Q. I have a man aged 55 with a blood pressure of 
230 systolic and 140 diastolic who is having a lot 
of headaches, and would like to try a sympathec- 
tomy. What are the contraindications? 


A. It would seem inadvisable that a man aged 
55 be operated on for hypertension. At the Mayo 
Clinic only a few patients over 40 years of age 
are allowed to have a sympathectomy, and after 
50 years of age none are allowed to have the 
operation. By this time their vessels are likely 
to be so sclerosed that they will not relax. No 
patient should have a sympathectomy until he 
has first been studied by experts on hypertension 
who will see whether with rest and the use of 
certain barbiturates his pressure will come down 
approximately to normal. 

In younger persons, one difficuity after the 
operation is that there is a postural hypotension 
which can be rather disturbing. Unfortunately, 
as yet it is impossibie to predict which cases will 
have a good result and which will suffer from 
unpleasant side effects. In older persons the op- 
eration is contraindicated if the patient is hav- 
ing little strokes or is suffering a good deal from 
cerebral arteriosclerosis. 

According to Fowler and de Takats, about 1 
out of 10 of the persons operated on-suffers from 
side effects of the operation. One of the most 
distressing complications was an intractable neu- 
ralgia or myalgia, which in the series of Fowler 
and de Takats occurred in 13 per cent of the 


cases, in spite of the most extreme care that 
could be taken at the time of the operation so as 
not to bruise other nerves. Such pain can _be- 
come almost unbearable to the patient, and can 
make his situation immensely worse than it was 


before. 


Migraine in an Older Person 


Q@. | have a woman aged 65 who, when she was 
young, suffered from migraine. Then for thirty 
years, she was not troubled with headaches, but 
now she is back, having severe headaches every 
week. Why have they come back? 


A. A woman 65 years of age should not be 
having migraine unless she is abusing her brain 
in some way or having it abused for her. Often 
such a woman is having troubles because of 
some recent bereavement, or some great worry 
or unhappiness. She may have lost her husband, 
or her husband may be very ill, or she may be 
worrying about a daughter who has lost her 
husband, or who has an alcoholic husband who 
is abusive. Another cause may be advancing 
arteriosclerosis in the brain. Often if one ques- 
tions the woman closely, one will find that she 
has had two or three bad dizzy spells, perhaps 
with nausea or vomiting. Following these her 
memory was not so good. At the time she may 
have been a bit confused; one hand may have 
gotten weak, or her writing may have changed, 
or perhaps her interests in life may have greatly 
lessened. 

Sometimes if the woman can gain more peace 
of mind, or if she can be taught not to fret at 
things so much, or if she can go away on a 
vacation, she will stop having the headaches. 


Rubella During Pregnancy 


Q. Is it true that the eyes of a child can be in- 
jured by the mother’s having rubella in the first 
three months of her pregnancy? 


A. Yes, it appears to be true. In a recent re- 
port, Fred Cordes reported that in a number of 
embryos obtained from women who had had 
rubella early in pregnancy, the eyes already 
showed the formation of cataracts (Arch. Ophth., 
Nov., 1949). Cordes reviewed the literature and 
his own observations, and concluded that cata- 
ract formation is seen in a definite percentage of 
the offspring of mothers who had rubella early 
during pregnancy. 
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Business and E. 


BY J. S. DeTAR, M.D., Milan, Michigan 


THERE IS A TERRIFIC BATTLE in progress in this 
country today between the leftists who advocate 
an all-powerful, paternalistic, collectivist welfare 
State in which the people will be supported and 
controlled by a benevolent centralized power in 
Washington, and the rightists who advocate the 
traditional American method of free enterprise 
and individual responsibility, in which the state 
is supported and controlled by the people. 

In the first case the sanctity of the State is 
supreme. In the second, the sanctity of the indi- 
vidual is paramount. The solution to the prob- 
lems of our modern social order probably lies 
somewhere between the two extremes. 

However, whether you call it Socialism, Com- 
munism, Fabianism, Statism, The Welfare 
State, or just Planned Economy, and regardless 
of whether the method of operation is violent or 
peaceful, the leftists all lean toward the same ob- 
jective: State ownership and control of the 
means of production. The rate of change advo- 
cated is directly proportional to the degree of 
leftism. Whether we like it or not, there is no 
question as to the trend in America today. It is 
unquestionably toward the Welfare State, and 
it will continue this way so long as the trend 
meets with little intellectual challenge. 

Such challenge must come from people who 
have two characteristics: They are intelligent 
and they are busy. If America is to be saved 
from the fate which has befallen England, it 
will be because intelligent, busy people will take 
the time to inform themselves, and then take the 
time to inform others on the nature, the dangers, 
and inevitable consequences of State Socialism. 

The issue of socialized medicine is but a small 
part of the larger problem of complete socializa- 
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MEDICINE AND THE HOOVER REPORT 


tion of the entire economy as has been demon- 
strated in Germany and in England. As such, it 
is of interest to every American who hes the 
slightest concern over the pattern of living his 
children and his grandchildren will follow. 

Space permits discussion of only a small part 
of this problem, the Federal Government's con- 
trol of medical care. 


Two Viewpoints 


In general, the advocates of control of medi- 
cal service follow this line of argument: Many 
people are dying needlessly because of lack of 
care. Few people can afford the care they need. 
There are not enough doctors and not enough 
hospitals to care for the sick. Neither local nor 
state governments, nor private nor voluntary 
agencies can do the job, therefore the Federal 
Government must assume this responsibility. It 
is the same pattern of attack used by the bureau- 
crats urging federal control of education, agricul- 
ture, and public utilities. 

In general, those who oppose government 
medical care use the following points: Govern- 
ment sickness care would defeat its own purpose, 
costs would skyrocket, and the quality of serv- 
ice would go down. The individual in most cases 
is able to handle his own sickness care, and the 
rapid growth of voluntary sickness and hospital- 
ization insurance plans attests the capacity of the 
people to solve their own sickness problems with- 
out government intervention. The Federal Gov- 
ernment, by the nature of its own inadequacies, 
is incapable of assuming this responsibility for 
the people. 

Let us focus our attention on just two items: 
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First, the proposal for government sickness care 
introduced into the Congress April 25, 1949, 
and commonly termed “The President’s Plan” 
and, second, a report which was published short- 
ly thereafter, a volume of tremendous impor- 
tance to the American taxpayer, “The Hoover 
Commission Report on Organization of the Ex- 
ecutive Branch of the Government.” 

The recommendations of the Hoover Com- 
mission have been highly respected in the Con- 
gress. When the President attempted to include 
education and medical care in a Department of 
Welfare, contrary to the Commission recommen- 


dations, the Senate threw out his reorganization . 


plan. In contrast, when the President sent six 
more reorganization plans to the Senate in con- 
formity with the Commission recommendations, 
all six were ratified in a single day. In the past 
few months, organizations representing over 
twenty-five million Americans have expressed 
their support of the Commission’s recommenda- 
tions. Therefore, in any consideration of the 
problem of whether sickness care shall or shall 
not be assumed by the Federal Government, the 
findings and the advice of this Commission must 


be given high priority. 


Two Major Premises 


The President has given to the people a com- 
plete plan for their sickness care, all made to 
order by the team of Falk, Altmeyer, and Cohen, 
with the blessing of Oscar Ewing (all employees 
of the Federal Security Agency). They call this 
plan “National Health Insurance.” 

If we take this plan and lay it out before us, 
and if we take the Hoover Commission Report 
and lay it out before us, we then have for our 
consideration two points of prime importance. The 
first point is this: The National Health Insurance 
Bill (CS. 1679), Mr. Ewing’s plan for sickness 
care, does openly and definitely establish federal 
control of all sickness care. The second is this: 
The Hoover Commission Report provides over- 
whelming proof that the Federal Government is 
manifestly unqualified to assume the responsi- 
bility of sickness care on behalf of the people. 

Simple, isn’t it? And yet, if these two points 
can be proved to the American people to their 
satisfaction, government medical care will be 
tossed from the ring in the first round of the 


legislative battle. 


Now let’s consider the first point. Let’s see 
whether this scheme is, in truth, actually social- 
ized medicine. Let us check the evidence. 


S. 1679 


The scheme is called the “National Health 
Insurance and Public Health Act.” It covers 163 
pages. Over a third of it is devoted to compul- 
sory sickness insurance—60 pages. Of these 60 
pages, 24 pages are given over to a description 
of DECENTRALIZATION of the administration of 
the scheme: local committees, local protessional 
committees, state administration, etc. Each state 
is described as free to set up its own plan for 
sickness within the national scheme. However, 
careful reading of these pages provides con- 
clusive evidence that local and state control are 
not even contemplated—that the claim of decen- 
tralization is simply a sham—a blind behind 
which the socializers are hiding in order to lure 
their game into better shooting position. A few 
direct quotations will prove the point. 

Like all other Federal plans, the whole scheme 
is to be run by a Federal Board in Washington. 
This Board is to pass on the state plans. The 
power of this Federal Board is stated in the bill: 
“In the event of its disapproval of any plan. . . 
submitted by a State . . . the Board shall notify 
the State of such disapproval . . .” The dynamite 
in this scheme is contained in the following 
quotation: “If within sixty days after such noti- 
fication to the Governor, the State has not sub- 
mitted an approvable plan, the Board shall un- 
dertake the administration . . . in the state. . . .” 

Thus, the Washington bureau may complete- 
ly by-pass the Governor and the people of the 
State, and can run this Federal sickness care sys- 
tem by Federal edict. This is hardly what one 
would cal] “local administration.” Note this sig- 
nificant phraseology: “In any State in which the 
Board has assumed responsibility for the admin- 
istration of benefits . . . the Board shall have and 
discharge all authority and duties.” On the next 
page of the bill we find this: “The Board . . . 
shall make all regulations.” In a Federal plan of 
this sort, it cannot be otherwise—control is ab- 
solute in the Federal bureau. 

Repeatedly we find throughout the scheme 
this phrase: “In the discretion of the Adminis- 
trator.” The administrator and the Board have 
the power, according to the exact wording of 
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John S. DeTar, M.D., a member of the Academy, was chosen Michigan’s Foremost 
Family Physician for 1948. He practices in Milan, where he has an outstanding 
reputation for community service although he has never run for any office. His 
concept has always been that others carry on the appurtenances of officialdom; 
that it is his own duty to help diagnose community “illness” and implement proper 
treatment. Those who attended the 1950 Scientific Assembly will remember Doctor 
DeTar as the able and witty toastmaster at the Annual Banquet. 


this bill, to set up a Federal system of sickness 
care in any state regardless of the wishes of the 
people of that state. The term “decentralization” 
is simply bait. 

Turning another page of this bill, we find 
this: “There is hereby established a National 
Advisory Medical Policy Council . . . to consist 
of the Chairman of the Board . . . and sixteen 
members appointed by the Federal Security Ad- 
ministrator.” Note here that this proposed Coun- 
cil has no state or local representation. It is to 
be appointed by the Administrator. One won- 
ders whether merit or just plain politics would 
dictate the Administrator’s choice. 

Elsewhere in S. 1679, we find provisions for 
the registering of complaints by citizens—com- 
plaints about poor medical service, about doc- 
tors, and about hospitals, all of which can be 
expected under any government system of sick- 
ness care. These complaints are to be heard be- 
fore tribunals to be set up locally. Such tribunals 
would be a part of the Federal system and 
would operate according to rules laid down by 
the Federal Bureau and its Administrator. This 
point is a vital one; it involves extensive control 
of the people by the Federal Government, with 
an elastic power of taxation by direct and indi- 
rect methods. Approval or disapproval, authority 
to make regulations, tribunals to hear com- 
plaints, are all controlled by a Washington Bu- 
reau. The pattern is all too familiar. 

The growing power of centralized government 
is the occasion for serious thought on the part 
of Joe Doakes and his wife. They are beginning 
to wonder just how far Federal taxation can 
continue to grow, and still leave them enough to 
live on. And they are beginning to see that this 
extension of the power of Washington bureauc- 
racy over the lives of the people has a strange 
similarity to the system of Socialism in England. 
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So they naturally ask: “If this scheme is actually 
Federal Government sickness care, what kind of 
a job can we expect the Federal Government 
to do for us if and when Uncle Sam actually 
takes over?” This brings us to point number 
two, the findings of the Hoover Commission, 
which provides some of the answers. 


The Hoover Commission Report 


Even a casual perusal of the Hoover Com- 
mission Report actually provides overwhelming 
evidence that the Federal Government is mani- 
festly unqualified to assume the responsibility of 
sickness care on behalf of the people. 

The Report discloses excessive costs, gross in- 
efficiency, shocking waste, amazing overlapping 
and duplication of services, not only in medical 
and insurance fields, but in practically all fields 
investigated. The disclosures of this Commission 
are not the imaginings of a group of reactionaries 
bent on self-benefit. They are. the findings of a 
group of 300 leading citizens from all walks of 
life, directed by a bi-partisan commission of 12 
selected by the President and the Congress, di- 
vided into 24 task forces working on 24 specific 
problems with just one purpose—to collect and 
present the facts. 

Note this statement by the publishers of the 
report: “In one sense it is the sort of a report that 
an alarmed board of directors would hasten to 
obtain for the salvation of a rickety business. As 
a people, we have reached the point at which 
the size and cost of government can easily im- 
pair the effectiveness of our economy, lower our 
standards of living, and weaken our efforts to 
lead the free peoples of the world to safety from 
the encroachment of totalitarianism.” These are 
strong words, but let’s get down to points. 

Apparently no one either in or out of the 
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Federal Government knows what the proposed 
system’ of government sickness_care will cost. 
S. 1679 hints that it might be about 3 per cent 
of the payroll. One wonders about the accuracy 
of this estimate. The Hoover Commission Re- 
port gives some beautiful examples of low esti- 
mates given to the Congress with final high 
costs to the people. One project was estimated 
at 44 million dollars, and finally cost 131.8 
million dollars. Another was sold to the Congress 
with an estimate of 6.33 million dollars, and 
finally cost 935 million dollars. One hesitates 
to think what the final cost of unlimited sickness 
care would reach. The British are discovering, 
too late, that “free” sickness care should have 
been limited to those actually in need, rather 
than given to the entire population. 

The report of the task force working on the 
Federal Government's medical activities is 
equally pungent. Here are some of the conclu- 
sions: “More than half of the departments and 
agencies of the Federal Government conduct 
medical or health activities. . . . There is no 


central supervision of their activities. The enor- 
mous and expanding Federal medical activities 
are devoid of any central plan. The government 
is moving into uncalewlated obligations without 
an understanding of their ultimate costs. Fed- 
eral agencies, as presently constituted, compete 


with each other and with civilian institutions, 
thereby aggravating conditions. 

“There is no planning by the Federal organ- 
izations in relation to the medical and hospital 
resources of the country as a whole. An enor- 
mous plant is being built for groups of bene- 
ficiaries to many of whom the Federal Govern- 
ment has no clearly defined obligation . . . (lead- 
ing to) . . . the construction of a Federal hospital 
. plan at staggering costs, although much of the 
hospitalization might be more economically pro- 
vided in community hospitals.” 


Billions for Unnecessary Hospitals 


The Commission found that the Government 
spends from $20,000 up to $51,000 per bed for 
hospital construction, compared with a cost of 
$16,000 for voluntary hospitals. The entire re- 
port on medical services adds up to a strong 
indictment of Federal administration of sick- 
ness care. Gross waste was found, and more 
waste planned for the future. 


It was discovered that the Veterans Admin- 
istration was planning on building hospitals 
with more than 50,000 additional beds when 
30 per cent to 40 per cent of their beds were 
vacant. These hospitals were to cost over a bil- 
lion dollars of taxpayers’ money. And the V.A. 
is only one of the fourteen agencies building 
and operating hospitals. The Commission con- 
cluded that dozens of Federal hospitals could 
be closed without reducing the availability of 
their medical services. They discovered that in 
one small area, there were eleven major Federal 
hospitals with so many full-time physicians that 
there were only nine patients per physician— 
and at the same time one single agency planned 
to spend 100 million dollars in that very area 
for more hospitals in spite of a vacancy rate 
which would have permitted actual closing of 
several of the eleven institutions without im- 
pairing services. This picture constitutes an 
alarming preview of things to come if we, the 
taxpayers, give our sickness care to Uncle Sam. 


Other Examples of Waste 


One could go on and on with similar ex- 
amples throughout the 2,500,000-word report of 
the Hoover Commission. In the insurance field, 
the very field the sickness care proposal would 
involve, the Commission found that the Federal 
Government uses four times as many employees 
as the Metropolitan Life Insurance Company 
requires for the same amount of work. The final 
result of this type of business operation is ob- 
vious. The money comes from the pockets of the 
people who pay the taxes. 

This is our Federal Government and we are 
paying the cost of running it—a cost which is 
averaging about $300 per year for every man, 
woman, and child in the United States today, 
or about $1,400 per family. We have borrowed 
very heavily in addition—our debt runs about 
$7,000 per average family. We are working 
over a day out of every five to support this tre- 
mendous operation and its debt. 

Are you shocked? You should be. Apparent- 
ly waste and inefficiency are inherent in the 
operations of our Federal Government. The 
Hoover Commission has ferreted out the defects, 
and has pointed the way to their cure, tem- 
pered with the warning that some defects are so 
serious that no solution can be foreseen at present. 
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The Hoover Commission Report does not 
state that every federal employee is wasteful 
and inefficient. There are thousands of con- 
scientious workers. One is forced, however, to 
summarize the description of government opera- 
tion in most fields examined by the Commis- 
sion in just’ two words: GROSS INEFFICIENCY. 
Point number two, therefore, bears repeating: 
The Hoover Commission Report provides over- 
whelming evidence that the Federal Government 
is manifestly unqualified to assume the responsi- 
bility of sickness care on behalf of the people. 
The evidence is strong; it is incontrovertible. 


How Deep Can They Go? 


While we are talking about figures, let’s get 
back to Joe Doakes. He is doing some pretty 
close figuring these days. Joe is trying to de- 
cide exactly who will assume responsibility for 
his sickness care: Himself—with his own choice 
of method; or the Federal Government—leav- 
ing him no choice. Joe and his wife have been 
told that this whole new proposed scheme would 
cost them only 1% to 2 per cent of their payroll 
in easy payments. And yet they are beginning 
to realize that the matching 1% to 2 per cent 
paid by their employer would be passed on to 
them in the cost of everything they buy. If Joe 
is making $3,000 a year, that would be $90 at 
3 per cent or $120 figured at 4 per cent of pay- 
roll. It is disturbing, though, for Joe to read that 
Mr. Altmeyer, head of the Social Security Ad- 
ministration, estimates that his plan will require 
a 10 per cent payroll deduction, or $300 a year. 
And Mr. W. J. Cohen of the same bureau esti- 
mates that the enlarged social security system 
will cost from 15 to 20 per cent of the payroll. 
That would be $450 to $600 a year. Confronted 
with figures like these, Joe is wondering just 
how much take-home pay will be left for him. 

It seems that no one knows how deeply into 
the worker's pocket this grandiose scheme will 
burrow. David Lawrence voices the opinion 
that payroll taxes could conceivably bankrupt 
America and do exactly what the Communists 
want done to undermine American financial 
stability. If the taxpayers allow wasteful and 
inefficient central Government to tax them to 
finance this scheme of government medical care 
plus the frills of Social Security legislation 
planned at present, it is possible and probable 


that private business resources will become so 
depleted that there will be only one course re- 
maining: absorption of private business by the 
Federal Government—step by step—as we see it 
in England today. 


it Can Happen Here 


It is highly significant that the total cost of 
government in this country today is greater than 
the total cost of food. Last year, more money 
was collected in taxes than all the people spent 
on medical care, hospitals, home construction, 
furniture, automobiles, private education, and 
charitable donations combined. 

The eventual result of constantly increasing 
taxation is of course obvious. The Hoover Re- 
port only serves to make it more clear. The 
more of our income we send to Washington, the 
less we have to spend according to our own free 
choice. As we lose our individual purchasing 
power, we lean more and more on Federal 
bureaus to purchase for us: our hospitals, our in- 
surance, our education, our medical care, our 
homes. And as the Government becomes more and 
more paternalistic, and the individual more and 
more dependent, the Government ceases to be the 
servant of the people amd becomes their master. 
It is this very paternalism which creates depend- 
ency, immaturity, and insecurity for the indi- 
vidual. And it is this triad: dependence, im- 
maturity, and insecurity, from which stem the 
causes of poor quality citizenship. Finally, only 
too late, we realize that Social Security has 
become Social Insecurity. 

Thomas Jefferson said: “If we can prevent 
government from wasting the labors of the peo- 
ple under the pretense of caring for them, we 
shall be happy.” Jefferson was foreseeing the 
techniques of modern dictators with astounding 
accuracy. His source of material was, of course, 
gleaned from the pages of Roman history—his- 
tory which we in America would do well to 
review. 


The One-Way Street 


Many believe we have gone too far down the 
one-way street of Socialism to be saved. Dr. 
Walter E. Spahr of New York University says: 
“There are serious and responsible scholars. who 
believe that we are following the course pur- 
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sued by England, and will be plunged into 
Socialism and social disintegration before we 
learn our lesson.” President Dwight Eisenhower 
told a gathering of students at Columbia: 
“There is a kind of dictatorship which can come 
through a creeping paralysis of thought, a readi- 
ness to accept paternalistic measures from the 
Government, and a surrender of our own re- 
sponsibilities.” Herbert Hoover added: “Through 
Government spending and taxes, our Nation 
is blissfully driving down the back road to 
collectivism, and is on the last mile. The pro- 
posed programs will absorb 75 to 85 per cent 
of all the peoples’ savings. No nation grows 
stronger by subtraction. THINK IT OVER.” 

James F. Byrnes, former Secretary of State, 
who spearheaded the New Deal in its early days, 
sounds the final alarm. He said: “We are go- 
ing down the road to Statism. If some of the 
new programs seriously proposed should be 
adopted there is danger that the individual, 
whether farmer, worker, manufacturer, lawyer or 
doctor, will soon be an economic slave pull- 
ing an oar in the galley of the State.” 

Few serious thinkers doubt that we are ap- 
proaching the dividing line between free enter- 
prise and the Welfare State. Government sick- 
ness care as proposed in this bill before the Con- 
gress definitely crosses that line. 

Certainly the signs are ominous, but they are 
not discouraging to the point of capitulation. 
In the final analysis, it will be Joe Doakes and 
his wife, the farmer and the mechanic and the 
butcher and the baker who will decide in favor 
—or not in favor—of Government control of 


the people. 


We Have a Job to Do 


In the health field the present picture is not 
too gloomy. It is hardly necessary to mention 
that we have the finest system of medica! care 
in the world today; the most doctors, the best 
hospitals, the best medical schools, in short, the 
best of everything. 

But it isn’t good enough. It can be improved. 
When Charles F. Kettering was asked his secret 
of success in developing mechanical improve- 


ments, he said, “When we test a beautiful new: 
motor in our laboratory, we don’t congratulate . 


ourselves on what's good about it; we concen- 
trate constantly on what's bad about it.” 


Let us not be deceived by our own self-satis- 
faction with the status quo. We do not have 
enough physicians, particularly in the rural 
areas. Our medical schools are severely pinched 
for funds, their former sources of financing be- 
ing depleted by the high cost of Government. 
Do we, as just ordinary citizens, have any 
responsibility in this matter? We most certainly 
do. If we are interested in preserving for our 
children and our grandchildren an America free 
of the deadening tentacles of Socialism, we of 


the middle class must assume, as individuals, 


our share of the work load. We must recognize 
that every man, woman, and child has a right 
to good medical care. The medical profession 
must assume responsibility for the development 
of a program of complete medical care within 
the structure of voluntary free enterprise as we 
know it today, working with labor and capital, 
with trade associations and with farm groups. 

Does the businessman-employer have a re- 
sponsibility? He most certainly does. He should 
see to it that his employees have the opportunity 
for voluntary payroll deductions, to protect 
themselves with hospital and medical insurance 
through plans such as the Blue Cross—Blue 
Shield. 

Does the housewife have a responsibility in this 
matter? She most certainly does. It is her family, 
her children who will suffer. She must first edu- 
cate herself, then educate her neighbors, on the 
dangers inherent in a Government controlled 
sickness care program. 

We must all keep a constant vigil for the signs 
of Collectivism and Statism and Socialism in the 
bills before Congress. It is not only the right, 
but it is the duty of intelligent citizens to write 
their representatives in Congress concerning 
these vital matters. Congressmen and Senators 
do read their mail; they do want to know how 
their constituents react to pending legislation, 
particularly when it involves basic concepts. 

I have an earnest conviction that if enough 
citizens are informed, and if enough citizens 
are alert, and if enough intelligent and busy 
citizens will take time out to thank God for 
their free American heritage, and put their 
shoulders to the wheel to preserve that heritage, 
then and only then will this country be saved 
from the degradation of socialized medicine, and 
from its natural sequelae—complete subservience 
to the Socialistic State. 
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Proceedings in the First Clinical ACTH Conference. 


By John R. Mote, M.D., Editor. Pp. 607. Price, 
$5.50. The Blakiston Company, Philadelphia, 1950. 


Today, when everyone is tremendously inter- 
ested in ACTH and Cortisone and the remark- 
able things that these drugs can do to the human 
body, the recently published Proceedings of the 
First Clinical ACTH Conference will probably 
be something of a best seller. The conference 
was sponsored by Armour and Company and 
held in Chicago in October, 1949. There are 
fifty-two articles. 

Most of the work reported was done in an 
effort to find out what ACTH does to the me- 
tabolism of persons with and without many 
types of disease. Typical is what one finds on 
page 54. Thirty-seven patients with and without 
cancer were studied, and we are told how the 
eosinophil count and the ratio of uric acid to 
creatinine changed, but nothing is said about 
whether the patients got better or not. 

When ACTH was given to normal persons, 
the blood sugar always rose (p. 86). The hyper- 
glycemia and a diabetic type of glucose toler- 
ance curve began to appear within twenty-four 
hours after the patient took ACTH, except in 
one case. The diabetes that is produced is rather 
resistant to insulin. 

Definite diabetes is rarely produced, but there 
is always a danger of this happening, especially 
when the person is a potential diabetic (p. 102). 

Attacks of gout tend to be relieved by ACTH 
but the trouble comes back as soon as the treat- 
ment is stopped Cp. 258). For this reason, it is 
advisable to give colchicine together with the 
ACTH. The inherited susceptibility to gout is 
now believed to depend upon an abnormal 
adrenocortical androgen which controls the com- 
ing of the inherited hyperuricemia (p. 277). 

In some studies, in 3 out of 4 subjects with 
hypertension, the continued administration of 
ACTH produced a decrease in the resting blood 
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pressure (p. 284). In other places in the book, 
however, one learns that in many patients, 
ACTH raised the blood pressure. One patient 
with hypertension got such a marked rise in 
pressure that he went into shock. 

In the cases of 6 patients who had lympho- 
matous tumors, there was a dramatic and pro- 
gressive decrease in the size of the enlarged 
lymph nodes and of the spleen (p. 318). The 
lesions did not return during a period of ten 
weeks following the discontinuance of treatment. 

In a patient with Hodgkin’s disease, the en- 
largement of the lymph nodes began again 
within six weeks after the stoppage of ACTH 
treatment. A patient with lymphatic leukemia 
also did well for six weeks. Later the enlarge- 
ment of the nodes and the spleen came back. 
In none of the patients studied was there a com- 
plete remission of the disease. A child with acute 
leukemia did wonderfully well after ACTH (p. 
330). 

In a number of places in the book one reads 
of persons who, after receiving ACTH, deve- 
loped severe acne and an increase in facial hair. 
In the case of one girl, the hair on the top of 
her head started falling out. 

In a bad case of Hodgkin’s disease, with in- 
volvement of the brain and blindness, ACTH 
produced miraculous results in enabling the pa- 
tient to read fine print again; but, he was still 
dizzy and as soon as the medication stopped, he 
relapsed (p. 333). Of two patients with ad- 
vanced carcinoma of the breast, one got worse 
and the other much better. In spite of this im- 
provement, however, the woman died (p. 331). 

C. H. Traeger mentioned one case in which 
the patient got a violent fever following the giv- 
ing of ACTH (p. 349). Another one went into 
shock following the taking of only 9 mg. In 
some of the other cases, also, there were bad 
results. 

The effects of ACTH and Cortisone on rheu- 
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matoid arthritis appear to have been about the 
same (p. 337). On page 348 there are some in- 
teresting pictures showing the change in the 
shape of the face after the giving of ACTH. 
When Cortisone was given in a dosage of 100 
mg. daily for from twelve to thirty days, the 
balances in the body of nitrogen, calcium, phos- 
phorous, sodium, potassium, chloride, and the 
concentrations of the plasma electrolytes altered 
only slightly or not at all. Mild lowering of the 
plasma potassium was occasionally encountered 
(p. 349). Holbrook was not able to say whether 
the amino acids of the blood were changed (p. 
391). 

ACTH can be very helpful in cases of rheu- 
matic fever (p. 410). It can have a remarkable 
effect also in cases of dermatomyositis (p. 423). 
It was very helpful in a case of periarteritis 
nodosa (p. 443). Patients with ulcerative colitis 
were helped (p. 459). 

Most of the patients treated with ACTH at 
Johns Hopkins University Hospital experienced 
at times a mild euphoria (p. 471). Others went 
into a state of restless and uneasy overactivity. 
Some of the patients gained as much as 20 
pounds in weight. Some showed a generalized 
edema. A number of them developed generalized 
acne. The fasting blood sugar rose 20 mg. or 
more in all but three of the patients, but none 
showed sugar in the urine. The results obtained 
in cases of lupus erythematosus disseminatus, 
asthma, and drug hypersensitivity were encour- 
aging. 

ACTH often has a remarkably helpful effect 
in various allergic syndromes (p. 486). A woman 
who was tremendously sensitive to pork was able 
to eat it after taking 33 mg. of ACTH (p. 487). 
Three other pork-sensitive patients obtained the 
same good result. The other side of the picture 
is that a girl became so hypersensitive to ACTH 
that she could no longer be injected with it Cp. 
488). When injected with ACTH, two patients 


suffered anaphylactic-like reactions and col-— 


lapsed, but were soon brought back with adren- 
alin Cp. 489). A child with Still’s disease, a type 
of rheumatoid arthritis, got great relief from 
ACTH, but then he became so sensitized that 
he would develop big hives whenever injected 
with the drug. Allergic persons, if repeatedly 
injected with ACTH, may soon fail to react. 
The effects of the drug fall off. 

While receiving ACTH, 5 patients showed an 


increase in the urinary 17-ketosteroids; one failed 
to show the rise (p. 503). 

Two persons with acute viral hepatitis treated 
with ACTH failed to show any improvement 
Cp. 508). ACTH has had strikingly favorable 
effects in cases of pulmonary tuberculosis (p. 
509). It failed to help patients with poliomye- 
litis. It is not clear yet what the effects are in 
cases of viral pneumonia. 

In some cases of psychoneurosis, striking 
changes in personality and behavior were ob- 
served (p. 557). 

Eight patients with myasthenia gravis were 
helped (p. 582), but the remission was variable 
and always incomplete. No marked beneficial 
results were obtained in a number of cases of 
chronic neurologic disorders. 


1949 Year Book of Drug Therapy. Edited by Harry 
Beckman, M.D. Pp. 718. Price, $4.75. The Year 
Book Publishers, Inc., Chicago, 1949. 


The field of medical therapy has expanded by 
leaps and bounds during the past twenty-five 
years. Practitioners of medicine need but look 
back some twenty years to realize the enormous 
strides which have been made in the field of 
treatment. In 1930, outside of certain antisera 
there were practically no agents for combating 
the common communicable diseases. Vitamins 
were in their infancy, limited preparations of 
barbiturates were available, morphine substitutes 
were almost unheard of, and, with the exception 
of insulin, replacement and supportive glandular 
therapy was still in the laboratory stage. These 
are but a few of the examples to be cited. 

Today, as one looks through the 1949 Year 
Book of Drug Therapy, edited by Doctor Beck- 
man, one notes the newest about the use of the 
antihistaminics in allergic conditions, the anti- 
coagulants in arterial disease, aureomycin and 
chloramphenicol in infectious diseases, and Cor- 
tisone and ACTH in arthritis and many other 
illnesses. These are but a few of the newer 
remedies which are discussed. In addition, one 
is brought up to date on the latest information 
regarding the pharmacology and toxicology, and 
the clinical use and effectiveness of drugs that 
were “new” two and three or more years ago. 

This is a very useful reference book for the 
practitioner who desires to bring to his patients 
the most recent advances in medical therapy. 


—Perrin H. Lone, M.D. 
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Operative Technic in General Surgery. Edited by 
Warren H. Cole, M.D., F.A.C.S., Professor and 
Head of the Department of Surgery, University of 
Illinois College of Medicine; Director of Surgical 
Service, Illinois Research and Education Hospitals, 
Chicago. Introduction by Frank H. Lahey, M.D., 
F.A.C.S. Pp. 951 with 521 figs. Price, $16.00. 
Appleton-Century-Crofts, Inc., New York, 1949. 
This book is written by 35 authors under the 

editorship of Doctor Cole. The names of the 
authors read like a list of the surgical teachers 
of America, and all of them have written of the 
subject in which they are most interested and 
proficient. The book is therefore an authoritative 
book on operative surgery. In most cases it does 
not deal deeply with the diagnosis of the lesions, 
but it tells in detail the indication for treatment 
and type of treatment available and discusses the 
pre- and postoperative care. 

At the end of each chapter a representative 
bibliography is attached. Because the authors are 
excellent writers the book reads very easily, and 
it is so well illustrated that the illustrations per- 
mit the reader to obtain an accurate idea as to 
the performance of the various operations. 

Though intended primarily as a reference 
book for surgeons, it should probably be in the 
library of most men who are interested in sur- 
gery. Its value as far as the general practitioner 
is concerned would be as a reference book to 
provide a ready source of information concern- 
ing surgery of any special part, the dangers in- 
volved, and the results that can be obtained. It 
is an excellent book and is highly recommended. 

—L. Krazer Fercuson, M.D. 


Operative Technic in Specialty Surgery. Edited by 
Warren H. Cole. This book serves as a companion 
volume to Operative Technic in General Surgery. 


Twenty-one recognized authorities from vari- 
ous sections of the country have contributed to 
this volume and a wide variety of subjects have 
been covered. Included in the volume are sec- 
tions on plastic surgery; thoracic surgery, includ- 
ing a chapter on the heart and mediastinum; or- 
thopedic surgery; neurosurgery, including a chap- 
ter on the autonomic nervous system; gyneco- 
logic surgery and male genitourinary surgery. 
The editor has correlated the work of these vari- 
ous authors into a coherent and readable volume. 
As the title would indicate, emphases have been 


placed on surgical technic and because of this 
restriction the authors have been able to con- 
dense a large quantity of material into a single 
volume. Standard, well-recognized technics have 
been emphasized; controversial procedures are 
merely listed. The illustrations are generous and 
of good quality. This book can be recommended 
and will appeal especially to the doctor who is 
required to do a diversified type of practice. 


Urologic Roentgenology. By Miley B. Wesson, M.D., 
Past President American Urological Association. 284 
illus. Price, $7.50. 3rd Ed. Lea & Febiger, Phila- 
delphia, 1950. 


Doctor Wesson has rewritten his excellent 
book on Urologic Roentgenology. Some of the 
old illustrations have been replaced and the ref- 
erences brought up to date. The outline is es- 
sentially the same as previously. The chapter 
on technic, giving detailed technical directions, 
with indications and contraindications of pro- 
cedures and causes for errors in interpretation, 
should be extremely useful to anyone who must 
deal with urologic diagnosis. 

The author’s frequent warnings about care in 
the use of x-ray, both in regard to danger to the 
patient and doctor, are certainly in order. He 
covers abnormal position, congenital anomalies, 
hydronephrosis, infection, stone, tumor, trauma, 
neurologic lesions, etc. The comments on un- 
necessary operation for movable kidney are in- 
teresting. The text is concise and yet complete. 
The clinic and pathologic as well as radiologic 
information given makes the book valuable for 
the urologist and general practitioner as well as 
the radiologist. The illustrations, and particu- 
larly the accompanying explanatory diagrams, 
are excellent. 

As Doctor Wesson states in his preface, a vol- 
ume so compact must necessarily be dogmatic, 
but when a difference of opinion exists among 
authorities, an attempt is made to present vari- 
ous views. In his preface to the first edition he 
states, “This volume was prepared to meet the 
needs of the physician who wants to learn to in- 
terpret urograms, be he urologist, roentgenolo- 
gist, general practitioner, or intern.” This difh- 
cult program has been accompanied to perfec- 
tion in this small book. 

—Josepuine S. We ts, M.D. 
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Ready for Use in Your Daily Practice 
THESE NEW GENERAL PRACTICE MANUALS 


HOLBROOK and HILL’S | 
MANUAL OF RHEUMATIC DISEASES 


There is no cure for America’s No. 1 crippler, arthritis, and in spite of promising 
experimental reports on ACTH and Cortisone, every physician must face this fact. 


In their new, strictly clinical guide (reading time a few hours) Holbrook and Hill 
give you tried-and-proved office and home procedures which will enable you to 
make surer diagnoses and to treat Rheumatoid Arthritis, Spondylitis, Degenera- 
tive Joint Diseases, Fibrositis, Gouty Arthritis and Collagen Diseases. Now is the 
time to assure your patients definite relief in these conditions and prevention of 
crippling deformities. 


119 excellent illustrations present clinical photographs, roentgenograms and cor- 
rective procedures. Never before have pictures so clearly demonstrated ‘“‘what to 
look for’’ and ‘‘what to do about”’ your rheumatic patients. From x-rays on normal 
joints to photographs of an easily made foot rest or a readily altered chair for better 
posture, you will find this book one of the most detailed and useful you have ever 
owned. By W. Paul Holbrook, M.D., and Donald F. Hill, M.D., Tucson, Arizona. 
About 190 pages, 119 illustrations. Ready June 15. 


HOLLENDER’S | NEW 3rd EDITION 


OFFICE TREATMENT of NOSE, THROAT 
“Year Book” and EAR 
Publications Include 
THE PRACTICAL MEDICINE Because office treatment is increasingly important in manage- 
YEAR BOOKS ment of ear, nose and throat diseases, this new, revised 3rd edi- 
GENERAL PRACTICE tion of Dr. Hollender’s highly-regarded manual will prove even 
ae MANUALS more clinically useful than its popular predecessor.} 


THE HANDBOOKS OF Completely up-to-date, the book offers the numerous new facts 
ROENTGEN DIAGNOSIS and details on antibiotics, as well as a remarkably helpful ampli- 
MEDICAL MONOGRAPHS fication of the chapter, ‘‘Psychosomatic Approach to Otolaryn- 
AND TEXTS gology.”’” Make this volume your first point of consultation. By 
Abraham R. Hollender, M.D., Professor of Otolaryngology, Uni- 
versity of Illinois College of Medicine. About 615 pages, illus- 
trated. Ready Soon. 


YEAR BOOK PUBLISHERS, INC., 200 EAST ILLINOIS STREET, CHICAGO 11, ILLINOIS 


Please send me the following books, postpaid, for 10 days’ free examination: 


C] Holbrook and Hill’s Manual of Rheumatic Diseases. 
(_] Hollender’s Office Treatment of the Nose, Throat and Ear. 
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“p> Academy Yeports Chapler News 


REPORT OF THE 


St. Louis, Missouri, February, 


Mr. Speaker, Members of the Congress of Dele- 
gates, Members of the Board of Directors, and 
Officers, it is with a great deal of pleasure and a 
great sense of satisfaction that, as chairman of 
the Board of Directors, I report to you the trans- 
actions of the Board during the past year. 

Since my last report to you in Cincinnati, 
Ohio, last March at that memorable meeting 
which made medical history and established the 
American Academy of General Practice as the 
foremost organization of its kind in the medical 
world, important developments have placed the 
Academy on a firmly established basis. Accom- 
plishments of the past year show phenomenal 
progress and growth in all phases of our work— 
organization, administration, public relations, 
medical education, and hospital integration. 

Today a greater feeling of self-reliance, hope, 
and faith exists in the hearts of all family doc- 
tors. And a more secure future is assured for this 
important practice of medicine, which augurs 
greater success for the Academy and for the en- 
tire medical profession. The future success of 
the American Academy of General Practice as- 
sures the public of the best medical care in the 
world. 

The By-Laws of the Academy provide that the 
Board of Directors shall meet annually not later 
than thirty days following the annual Assembly. 
This meeting has always been held on the day 
following the close of the annual Assembly 
when all members of the Board of Directors 
were present and no additional expense would 
be required to bring them together. 

In addition to this meeting, the Board of Di- 
rectors has adopted a policy of holding another 
regular meeting approximately six months later 
at the headquarters office. In addition to these 


CHAIRMAN OF 


BOARD OF DIRECTORS 


1950 


Paul A. Davis, M.D. 


Long active in organized medicine at county, 
state, and national levels, Dr. Paul A. Davis 
of Akron, Ohio, was one of the founders and 
first president of the American Academy of 
General Practice. He is now a member of the 
Board of Directors, having served as chairman 
for the year 1949. 


two regular meetings, the Board of Directors al- 
ways meets the day before the annual Assembly 
to dispose of any questions arising in connection 
with the annual meeting and to take care of 
other matters placed before it. 

Besides these three meetings of the Board of 
Directors since the last meeting of the Congress 
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-of Delegates, the Executive Committee has held 
three meetings, and has met by conference tele- 
phone call on numerous other occasions to dis- 
pose of emergency matters. 

During the two years since the headquarters 
office was opened in Kansas City, the organiza- 
tional structure of the Academy has naturally 
improved, and today much of the detail that was 
formerly handled by officers and directors can 
be delegated to members of the headquarters 
staff with full confidence that they can be car- 
ried out upon the basis of previously established 
policies. Nevertheless, the many questions re- 
quiring attention of the Board of Directors, and 
the frequent trips required of officers demand a 
considerable amount of their time and attention. 

The great demands upon national officers to 
fill speaking engagements before state and local 
chapters has required adoption of a policy to 
guide them in accepting such invitations. The 
executive secretary and officers are flattered when 
they receive invitations to speak, but, with forty- 
four state chapters having a meeting at least 
once a year, one can see that requests to attend 
these meetings can become a burden. This is 
especially true when you realize that other meet- 
ings, conferences, and committee sessions de- 
mand the frequent attendance of one or more 
of the six national officers. 

Therefore, the Board of Directors has adopted 
the policy that: (1) officers, directors, or com- 
mittee chairmen will not be able to accept invi- 
tations to address meetings below the level of 
state chapters at the expense of the national 
treasury; (2) no such request can be accepted 
at the same state chapter oftener than once every 
three years. Of course, departure from this policy 
may be made under unusual circumstances. 

The headquarters staff now numbers nineteen, 
with an additional six or seven on the editorial 
and business staffs of our forthcoming journal. 
You can see that the Board of Directors of the 
Academy is the administrative body for a big 
business operation when you realize that this cor- 
poration operated on a budget of over $200,000 
last year. Sound business procedures have been 
established, however, and the financial and busi- 
ness affairs of the Academy are running very 
smoothly. This is especially meaningful when 
one realizes that the growth of the Academy has 
been tremendous during the short space of two 
years since the headquarters was established. 


To accommodate the rapidly expanding opera- 
tion of the Academy, it became necessary to 
move to larger headquarters in Kansas City early 
this year. At its meeting on January 14 in Kan- 
sas City, the Executive Committee approved the 
execution of a lease for larger space and the offices 
were moved into the new building at Broad- 
way and Thirty-fourth Street early in the spring. 
The former space, which was under a three-year 
lease, has since been assigned to another tenant. 

The probability that the Academy would even- 
tually need a building of its own to house its 
headquarters activities was discussed at the last 
meeting of the Board, and the following resolu- 


tion was passed: 


Wuereas, The American Academy of General 
Practice will continue to grow and enlarge its activities 
in the future, and 

Wuenreas, There are no provisions for a future per- 
manent place to house the Academy for this future 
growth, therefore, 

Resotvep, First; that a Building Fund be created 
or established to provide for a home for the Academy 
in the future, and, Second; that this be a separate fund 
known as “The Building Fund of the American Acade- 
my of General Practice,” and Third; that this fund 
shall be under the direct control of the Board of Di- 
rectors of the American Academy of General Practice 
and shall only be used for the specific purpose of pro- 
viding a future permanent home for the Academy, and 
Fourth; that all contributions, donations, gifts, estate 
and insurance bequeaths be made payable to this fund, 
except in certain instances where the bequeaths may 
be specifically made for a library, and, Fifth; that all 
members be encouraged to make gifts and voluntary 
contributions to this fund, and Sixth; that the Board 
of Directors of the American Academy of General 
Practice authorize the chairman of the Board of Di- 
rectors to appoint a committee, not to exceed seven 
members, whose duty it shall be as soon as possible to 
formulate plans as may be necessary to consummate 
the intent of this resolution. 


In obedience to this resolution, I have ap- 
pointed the following to serve on a Building 
Committee with the recommendation that this 


1The Reference Committee on Reports of Officers 
and Committees recommended the adoption of this re- 
port with the following amendment: “Because of the 
importance of the Building Committee and the pros- 
pect that it will be in existence for an undetermined 
number of years, the terms of office of the members of 
this committee shall be staggered. At the end of one 
year two members shall be replaced, two members 
shall serve for a period of two years, and two others 
for three years, the members’ terms of office to be de- 
termined by lot.” The Congress of Delegates adopted 
the report of the Reference Committee. 
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committee be reappointed each year for several 
years: M. B. Casebolt, J. R. Fowler, John O. 
Boyd, Jr., U. R. Bryner, G. Marchmont-Robin- 
son, and P. A. Davis. 

As pointed out at the annual meeting last 
year, the American Academy of General Practice 
has already assumed a significant position in the 
world of organized medicine. As the sole and 
official voice for general practitioners of America, 
it naturally has many relationships with other 
medical and governmental agencies. 

While the Academy speaks officially for the 
general practitioners of America, this Congress 
of Delegates wisely resolved last year at its an- 
nual meeting that the parent medical body, the 
American Medical Association, should be recog- 
nized as the official voice for all American medi- 
cine on matters affecting the entire profession. 
The American Medical Association has been so 
advised, and this Congress of Delegates last year 
announced that it was solidly behind the fight 
of the A.M.A. to preserve a free system of medi- 
cine in America and the heritage of our fore- 
fathers. 

In addition to numerous conferences with 
officers and agencies of the American Medical 
Association, the Academy has during the past 
year conferred with representatives of the United 
States Public Health Service, various founda- 
tions, the Associated Medical Care Plans, the 
American Hospital Association, the Advisory 
Board of Medical Specialties, and the Associa- 
tion of American Medical Colleges. On the invi- 
tation of the American College of Surgeons, the 
Academy last year sent an official representative 
to each of the seven regional meetings of the 
College of Surgeons to present our views on the 
establishment of sections of general practice in 
all large hospitals. This request has been re- 
peated this year and assignments have been 
made. 

As chairman of the Board of Directors, it has 
been my pleasure to appear before numerous 
medical societies in different parts of the country 
during the course of the year. Last February I 
was honored by being invited to participate in a 
conference of the Advisory Board of Medical 
Specialties. There I presented our recommenda- 
tions that a period of years in general practice be 
required before a physician could begin a resi- 
dency in specialty training. Although this view 
has not been officially adopted by the Advisory 
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Board, it is encouraging to note that interest in 
this proposal is being manifested in numerous 
other groups. 

In my position as delegate from the Section of 
General Practice to the House of Delegates of 
the American Medical Association, I last year 
introduced a resolution requesting the reactiva- 
tion of the Committee on General Practice of 
the A.M.A. The Board of Trustees appointed a 
new committee for the study and recommenda- 
tions in the field of general practice, instead of 
reactivating the old committee. However, this 
new committee is composed entirely of general 
practitioners, and, incidentally, all are members 
of the Academy, Doctors Truman, Pressly, Klump, 
Copeland, and Davis. Another resolution recom- 
mended that the American Medical Association 
Council on Medical Education and Hospitals 
have sole authority over the inspection and ac- 
crediting of hospitals. This was introduced fol- 
lowing the recommendations of the Committee 
on General Practice. I am sorry to report that 
the House of Delegates of the American Med- 
ical Association took action quite contrary to 
that recommended by us. The American Med- 
ical Association commended the American Col- 
lege of Surgeons for its work in this field, and 
indicated no intention or desire to follow our 
recommendation. In view of this, I think it 
would be unwise for the Congress of Delegates 
to push this point of view any further at this 
time. A number of years must elapse before our 
own role in the field of hospital standards is 
crystallized, and before we can be in a position 
to demand that the A.M.A. assume a responsi- 
bility which we feel it should, more members of 
the House of Delegates must be men in general 
practice. 

Another resolution considered by the House 
of Delegates of the American Medical Associa- 
tion at its meeting last year was of particular in- 
terest to us. The Connecticut delegation intro- 
duced a resolution requesting that the annual 
award to the general practitioner of the year be 
eliminated. Many of our members appeared be- 
fore the Reference Committee in support of this 
resolution, but despite the fact that the Refer- 
ence Committee recommended that it be passed, 
the resolution was defeated on the floor. The 
action may come up again at the American Med- 
ical Association meeting in San Francisco next 
spring. If a considerable number of our mem- 
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bers feel that the award should be stopped, they 
should confer with the delegates of their state 
medical societies, and arrange that support be 
given to such a resolution. (An editorial in our 
newsletter last year gives the arguments against 
this award.) 

At its first regular meeting imunediaeely fol- 
lowing the annual Assembly last year, the Board 
met in high spirits in view of the unprecedented 
success of our first Annual Scientific Assembly. 
As everyone knows, our meeting set a new high 
mark among meetings of this kind in the coun- 
try. I feel sure that this 1950 Assembly in St. 
Louis will equal or surpass this precedent and 
that our meetings will continue to grow in at- 
traction and usefulness. 

The Board had much business awaiting it, 
however, and this first meeting was not devoted 
solely to elation. 

The first order of business concerned the fi- 
nances of the Academy. Annually, a proposed 
budget is prepared with the assistance of the 
headquarters staff by the Finance Committee. 
This is submitted to the Board of Directors at 
its first meeting each year, for approval. At the 
same time, a report of certified public account- 
ants is submitted to the Board for its attention. 
It has been difficult to adhere strictly to a budget 
during these first two years of the Academy’s ex- 
istence, because we had no experience to guide 
us. This year, however, we have two years of 
experience upon which to base our estimates, 
and I feel sure that the Board of Directors will 
be able to work out a budget of income and ex- 
penses that will allow expanded activities by the 
Academy and at the same time set aside a por- 
tion of our income from dues for future expan- 
sion or emergencies. 


Last year the Board of Directors, meating im- 


mediately prior to the annual Assembly, was 
called upon to establish a policy to govern the 
Registration Committee in handling the regis- 
tration of nonmembers at the Assembly. The 
following policy was adopted: 


Doctors who state that they are members of the 
American Academy of General Practice, but have no 
membership card and whose names do not appear in 
our file of members, will be permitted. to register as 
members without payment of the $5.00 registration 
fee. A duplicate card should be made and filed sepa- 
rately, and if later investigation proves the doctor is 
not a member, he shall be sent a bill for $5.00. 

Nonmembers who state that they are members of 


the American Medical Association must show evidence 
in the form of an A.M.A. membership card, a state 
medical society membership card, or a county medical 
society membership card. If they can show none of 
these, they should be referred to the chairman of the 
Committee on Registration, but should not be regis- 
tered until approved by him. 


In addition to a tentative budget for the an- 
nual Assembly, the Board of Directors has been 
required this year to adopt a budget for the 
official journal of the Academy. You will hear 
more about our forthcoming journal from the 
Publication Committee. I will leave a full de- 
scription of it to that committee, but I should 
point out that the launching of an important 
new journal in the scientific world will cut 
deeply into the reserves of the Academy, and 
members should realize that activities of the 
Academy must be somewhat curtailed until the 
journal is firmly established and self-supporting. 

In addition to working out preliminary plans 
for this year’s annual Assembly, the Board of Di- 
rectors, through its Executive Committee, has 
been required to select meeting places for an- 
nual assemblies for the next three years. The se- 
lection of our annual meeting place is a more 
difficult task than perhaps most of you realize. 
Only a few cities in America can afford the 
three things required for our meeting: desirable 
hotel accommodations for four or five thousand 
people; a meeting auditorium that will seat com- 
fortably an equal number; and adjacent to this 
meeting auditorium exhibit space to accommo- 
date nearly two hundred technical exhibits and 
at least twenty-five scientific exhibits. 

Invitations have been received from numerous 
cities by the Board of Directors. Upon investi- 
gation, however, it was found that some of these 
cities could not handle our meeting. Before ac- 
cepting invitations from any cities, the Board of 
Directors receives a report from the executive 
secretary on physical facilities, et cetera. It is 
necessary to decide at least three years ahead to 
be assured of the dates and facilities we want. 

Originally, the 1950 Assembly was scheduled 
to be held in Atlantic City. However, there 
were so many meetings of similar type in that 
section of the country this year, that the Execu- 
tive Committee felt it better to come back to the 
Middle West again ‘for 1950. 

For next year’s Assembly,'in 1951, San Fran- 
cisco has been selected. Several other cities were 
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considered, but San Francisco seemed to offer 
the best facilities outside the Middle West and 
the East. In 1952 the annual Assembly will be 
held in Atlantic City, and in 1953 it will be 
brought back to Saint Louis. Originally, the 
1953 Assembly was scheduled for Cleveland, 
but again we found there were a number of 
competing meetings near Cleveland at that time 
of the year, and the Executive Committee has 
recommended that it be brought back to Saint 
Louis. For 1954 Boston, New York, and New 
Orleans have been considered. The final de- 
cision will be made by the Executive Committee 
for 1954 sometime this year. The Board has de- 
cided that our annual Assembly shall be held 
during the second week in March as nearly as 
possible. 

At the first meeting following the annual As- 
sembly last year the Board of Directors ap- 
pointed all standing committees called for in the 
By-Laws and several special committees. These 
have been announced through the monthly 
newsletter. At its regular meeting in Kansas City 
last September, the Board of Directors approved 
the appointment of several special committees, 
With the authority of the Board I have ap- 
pointed the following: a special committee to 
arrange for the state officers’ luncheon at the 
time of the annual Assembly: William J. Shaw, 
chairman, W. A. Buecheler, M. S. Shea, N. M. 
Beasley, Norman R. Booher, Roscoe D. McMil- 
lan, and Francis T. Hodges; Liaison Committee 
to the Associated Medical Care Plans: Jack 
DeTar, chairman, H. Kenneth Scatliff, D. G. 
Miller, Jr., Joseph Lindner, Tom Robinson, and 
F. G. Benn. 

At the last meeting I recommended to the 
Board of Directors that consideration be given 
to the desirability of separating the country into 
districts and appointing a district councilor in 
each; these councilors to report to the Board of 
Directors. After long discussion, the Board of 
Directors approved the proposal and a special 
committee has been appointed to investigate it. 
The members of this committee are: Ivan C. 


Heron, chairman, H. T. Jackson, Michael Shea, - 


J. P. Sanders, Arch Walls, Malcom Phelps, and 
T. E. Rardin. 

Following an initial conference between the 
trustees of the Samuel H. Kress Foundation and 
Doctor Texter, Mr. Cahal, Mr. Nyberg, and 
Doctor Bibler last spring, the Academy has en- 
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Arthur N. Jay, M.D. 


The Board of Directors announces the ap- 
pointment of Dr. Arthur N. Jay of Indianap- 
olis, Indiana, to succeed Dr. Stanley R. Tru- 
man as chairman of the Publication Com- 
mittee. Doctor Jay has been a member of the 
Committee from the time it was first ap- 
pointed to begin preliminary planning for 
the development of the Academy's journal. 
He will assume the duties of chairman at 
once. 


joyed a very close relationship with the Kress 
Foundation. The executive secretary has been 
invited to attend numerous conferences in New 
York with the Foundation, and the trustees of 
the Foundation and Mr. Kress himself have ex- 
pressed a very great interest in the program and 
the aims of the American Academy of General 
Practice. 

Through the generosity of Mr. Kress, the 
Academy has enjoyed the services of a firm of 
management engineers, whose fee has been paid 
by the Kress Foundation to make a study and 
recommendations on the organizational struc- 
ture and procedures of the Academy. This report 
has recently been finished and submitted to the 
Board of Directors. It will be studied during the 
course of the coming year, and undoubtedly we 
will profit from some of the recommendations 
contained therein. It was indeed a generous ges- 
ture for the Kress Foundation to employ this 
outstanding firm of management engineers at a 


fee of $6,500 to help the Board of Directors 
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ELIXIR - 
BUTISOL 
SODIUM 


Its bright, green color and re- 
freshing flavor appeal to all; an 
excellent prescription vehicle. 
Clinical samples on request. 


Seda 


DHARMALY 
AND 
CHEMISTRY 


DOSAGE FORMS: 
Elixir Butisol Sodium, 0.2 Gm. (3 gr.) per 30 cc. 

(1 fi. oz.), green. 

© Tablets, 15 mg. (% gr.), lavender 

a) Tablets, 30 mg. (14 gr.), green 

© Tablets, 50 mg. (% gr.), orange 

OQ Tablets, 0.1 Gm. (13 gr.), pink 
Capsules, 0.1 Gm. gr.), lavender. 
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Nervousness 


In outlining the clinical management of the patient with fatigue and nervousness, 
Wilbur’ states: 
“Symptomatic treatment of exhausted and nervous persons may be 
extremely helpful . . . It reassures the patient, gives him a more hope- 
ful outlook, strengthens his confidence in the physician and conse- 
quently simplifies psychotherapy. 
‘“Sedatives are the most useful drugs in treatment. . .” 


‘Small doses of sedatives, states this author, used during the day and to obtain sleep at 
night “‘can change the whole symptomatic complexion of a nervous patient.”’ Except in 
severely psychoneurotic persons, he has not found that psychologic dependence on 
barbiturates becomes common. 


NT ERM E D A E cos D A TIVE 


Particularly useful in cases where mild, relatively prolonged sedation is desired is the 
“intermediate” sedation provided by Butisol Sodium. The rapidity and duration of Butisol 
Sodium’s action is intermediate between the fast- — derivative, pentobarbital, and the 
longer-acting barbital and phenobarbital. 


For daytime sedation—to allay nervous tension and anxiety—Butisol Sodium is especially 
helpful. With proper regulation of dosage there is no cumulative action and a minimum 
of lethargy and “hangover.” 


1. Wilbur, D. L.: Clinical Management of the Patient 
= Fatigue and Nervousness, J.A.M.A. 141:1199- 
1204 (Dec. 24) 1949. 
, A.M.A,, J. B. 1949, 
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work out initial tangles in our organization and 
set a sound course for the future. 

The Kress Foundation has also indicated that 
it is interested in the postgraduate education 
program of the Academy. The Foundation is in- 
terested in the entire question of medical educa- 
tion and has already subsidized several insti- 
tutions with the idea of expanding facilities for 
postgraduate training. For this reason, they are 
particularly interested in the program of the 
Academy. While no commitment has been made, 
it is possible that the Foundation will make a 
substantial grant to the Academy to assist in the 
conduct of a survey on facilities for postgradu- 
ate continuation study for general practitioners 
and an evaluation of the comparative merits of 
different types of postgraduate training. 

Other facilities of the Board of Directors will 
be touched upon in the reports of its various 
standing committees. All in all, it has been an 
extremely busy year, and the demands upon the 
members of the Board have been heavy. 

Before closing, I want to call to your attention 
the tremendous importance of our national prob- 
lems and the trends which are constantly ex- 
tending the scope and tightening the control 
of law—call it what you wish, socialism, govern- 
ment medicine, or the welfare state. 

We are informed that it is not likely that a 
compulsory health insurance bill will be passed 
this year. Perhaps not, but let none underesti- 
mate this situation. Several bills, to extend gov- 
ernment eontrol and including important com- 
ponent parts of the government health insur- 
ance plan, are up for consideration now. H. R. 
6000, social security amendment bill, is in com- 
mittee, having already passed the House. H. R. 
5940, the medical education bill, is in the Rules 
Committee and expected to be reported in the 
House soon, and various others, as you know, 
are expected to come up in the near future. 
These issues demand your personal attention 
now. And if you, as general practitioners, do not 
want to work under the dictates of some govern- 


ment bureaucrat, as the doctors have been forced 
to do in England, then, gentleman, it is plainly 
up to you to see that “It does not happen here.” 

Therefore, I urge you not to neglect nor to 
belittle these grave responsibilities. Make it your 
business to see that the proper persons are elected 
to represent you locally, in your state legislature 
and in Washington. 

I know that we all regret that Doctor Bryner, 
treasurer and a member of the Board of Direc- 
tors, who has gone to England as a member of 
the fact-finding committee of the American 
Medical Association to observe the British Gov- 
ernment Medicine Plan, has found it impossible 
to return in time for our meeting and to give 
us his own personal report. 

And now, I would like to extend my personal 
appreciation and that of the Board of Directors 
to the man responsible for this wonderful recep- 
tion which has been planned down to the last 
detail for our benefit and pleasure during our 
stay here in St. Louis. As chairman of the Com- 
mittee on Local Arrangements, he has done a 
superb job, one which has demanded much time 
and effort on his part and on the part of all 
members of his committee. Dr. Robert McEI- 
vain, chairman of the Committee, is one of the 
leading physicians of this city, a past president 
of the Academy of General Practice of Greater 
St. Louis, chief of staff of his hospital, president- 
elect of the Missouri Academy, and a member of — 
the Board of Directors of the American Acad- 
emy. He is an earnest worker with the inter- 
ests and future welfare of the Academy at heart. 
We owe him and his committee a debt of grat- 
itude. 

In closing, I wish to express my deep appre- 
ciation to all the members of the Board, its com- 
mittees and chairmen, and to the headquarters 
staff for the fine assistance and the wonderful 
spirit of cooperation they have manifested. It 
has indeed been a wonderful year. 

—P. A. Davis, M.D. 


Chairman of Board 
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REPORT ON INTERNSHIPS AND RESIDENCY TRAINING FOR GENERAL PRACTICE 


Prepared by the 1949 COMMITTEE ON EDUCATION, American Academy of General Practice 


Tuts REPORT is intended to provide information 
on general practice training programs; it is not 
intended to be a manual of standardization for 
approval. The American Academy of General 
Practice has definite recommendations on the 
type of training it believes most desirable for 
young physicians planning to enter the general 
practice of medicine and surgery, but its policy 
is that the Council on Medical Education and 
Hospitals of the American Medical Association 
should be the sole evaluating agency of all medi- 
cal education programs. 

The annual report of the Council is published 
in the Journal of the A. M. A. in the spring of 
each year and contains a complete list of ap- 
proved internships and residencies. Copies of the 
Essentials of Approved Internships and Residen- 
cies as well as forms for applying for approval 
of a program may be obtained from the Council. 

The function of the Academy is to collate and 
present the recommendations of the general prac- 
titioners and work with established medical or- 
ganizations in developing improved training for 
general practitioners. 


Internships 


At the first meeting of the American Academy 
of General Practice in June, 1947, the following 
recommendations were adopted: 


1. That all hospitals having internships, facilities, and 
training programs provide special training for doctors 
planning to do general practice. 

a) That the first year rotating internship be con- 
tinued. 


Members of the 1949 Committee on Education are: 
Lester D. Bibler, M.D., Chairman, Indianapolis, In- 
diana; M. B. Casebolt, M.D., Kansas City, Missouri; 
Richard A. Mills, M.D., Fort Lauderdale, Florida; 
James L. Hamner, M.D., Mannboro, Virginia; Adrian 
H. Scolten, M.D., Portland, Maine; Ralph Rutledge, 
M.D., Alliance, Ohio; C. E. McArthur, M.D., Olympia, 
Washington; David Dozier, M.D., Sacramento, Cali- 
fornia; Charles E. Nyberg, Kansas City, Missouri, Ex- 
ecutive Assistant. 


b) That a second year internship or residency be ar- 
ranged to provide the following subjects or their 
equivalent: 

1) Three months General Surgery and Frac- 


tures. 

2) Three months Medicine including one 

month Contagious Diseases. 

3) Three months Obstetrics and Pediatrics. 

4) Three months elective of any of the follow- 

ing: 

‘Clinical Psychiatry 

Gynecology 

Laboratory 

X-Ray 

Urology 
c) That the second year be recognized as a resi- 

dency in General Practice and that a suitable 
certificate be presented to the trainee for satis- 
factory completion of such training. 

. That a General Practice Section be instituted in the 
medical school curriculum and general practitioners 
of recognized ability be privileged to present the 
above subjects to the students. 


At the 1950 Annual Assembly, the Congress 
of Delegates adopted the following resolution: 


Resotvep: That this group is cognizant of the fact 
that services of interns are being dissipated in some hos- 
pitals because too much of their time is devoted to 
nonclinical activities and work that is not directly con- 
nected with the practice of medicine. To correct this 
situation, the Committee on Education of the American 
Academy of General Practice suggests the following: 
An attempt be made to evaluate smaller hospitals which 
need interns and residents with the idea of establish- 
ing qualified and helpful education to these men and 
allow them to participate actively in the work of gen- 
eral practitioners throughout the nation. The commit- 
tee believes that the situation would be materially im- 
proved if the Council on Medical Education and Hos- 
pitals of the A.M.A. makes an effort to approve general 
practice residencies in smaller community hospitals. 


As stated in this resolution, the smaller com- 
munity hospitals would provide a fertile field 
for training in general practice. Such hospitals 
would be required to meet the minimum re- 
quirements outlined in the Council’s Essentials 
for Approved Internships and Residencies. To 
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establish and operate an approved intern or resi- 
dent program in the smaller hospitals will re- 
quire greater effort on the part of each member 
of the medical staff than in the large hospitals. 

As of May 1, 1949, according to the Council 
on Medical Education and Hospitals of the 
American Medical Association, there were 9,124 
approved internships in 807 hospitals. This in- 
cludes three types of internships — rotating, 
mixed, and straight. Of the 807 hospitals con- 
ducting approved internships, 83.7 per cent offer 
rotating internships, 2.6 per cent offer mixed, 
4.6 per cent straight, and 9.1 per cent offer a 
combination of several types of internship. 

The Council on Medical Education and Hos- 
pitals defines a rotating internship as one which 
provides supervised experience in internal medi- 
cine, surgery, pediatrics, obstetrics, and their re- 
lated subspecialties, together with experience in 
laboratory and radiologic diagnosis. A mixed in- 
ternship provides supervised experience in two 
or more, but not all of the clinical divisions 
named. A straight internship provides supervised 
experience in a single department. 

The Council has stated that a well-organized 
rotating internship provides the best basic train- 
ing for both the future general practitioner and 
the specialist. Thirteen states require completion 
of a rotating internship for licensure. The Coun- 
cil feels that only registered general hospitals, 
admitting at least 2,500 patients a year can offer 
an acceptable rotating internship. It also rec- 
ommends that the number of interns should 
average one intern to every fifteen to twenty- 
five beds. Hospitals offering rotating internships 
should be large enough to have four interns 
so that one may be assigned to each of the four 
major clinical divisions—medicine, surgery, ob- 
stetrics, and pediatrics. 


Length of Internships 


Programs of over twelve months’ duration are 
offered in less than ten per cent of the 807 hos- 
pitals approved for internship training. How- 
ever, the number of interns serving in May, 
1949, exceeded the number serving in May, 
1948, by 1,525. It therefore appears that a signi- 
ficant number are accepting appointments for a 
second year of training. 

The total vacancies for interns reported by all 
approved hospitals during 1949 were approxi- 
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mately 20 per cent of those available. The Coun- 
cil on Medical Education and Hospitals esti- 
mated that if one-third of the one-year intern- 
ships could be reorganized to two-year programs, 
there would be sufficient interns to fill all avail- 
able positions. 

At the A. M. A. meeting in Atlantic City in 
June, 1949, the House of Delegates adopted a 
recommendation that two-year rotating intern- 
ships especially designed for those wishing to 
train for general practice should be set up as 
rapidly as possible. 

Another resolution provided that the A. M. A. 
appoint a committee of five members, two of 
whom should be general practitioners, to study 
the whole internship problem. This committee is 
to study specifically the advisability of two-year 
rotating internships covering the main branches 
of medicine, surgery, obstetrics, and gynecology. 

Widespread change of internship from one to 
two years would provide hospitals with consid- 
erably more full-time medical staff assistance. 
It would also reduce to a large extent, for a 
period of one year, the number of young physi- 
cians entering private practice. At a time when 
there is a shortage of physicians in many areas, 
there may be some question as to the value of 
increasing the training period of many young 
doctors. If the second year of internships is or- 
ganized and operated in a manner to give the in- 
tern real experience in the practice of medicine, 
then the additional year is worthwhile both to 
the physician and to the public. If the second 
year is just a repetition of the first, or primarily 
a hospital clerkship, then both the public and 
the young doctors will suffer. 

This resolution is closely allied to the one re- 
garding hospital privileges for general practi- 
tioners. Young physicians with two years of hos- 
pital training must be able to obtain hospital 
privileges in the community where they estab- 
lish practice if they are to provide the type of 
medical care they have been trained to give. 
The House of Delegates of the A. M. A. is of 
the opinion that hospitals exist primarily for the 
better care of the sick and for the promotion of 
the health of the American people, and that these 
ends can best be served by the existence of a 
large number of well-trained, thoroughly quali- 
fied general practitioners able to admit their pa- 
tients to the hospitals in order to give them the 
best medical care available. 
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The Committee on Education of the Ameri- 
can Academy of General Practice believes that 
the individual members of the Academy can do 
much to implement the recommended program 
for rotating internships by taking a more active 
part in the medical staff functions in their hos- 
pitals. The development of an approved intern- 
ship depends on the medical staff of the indi- 
vidual hospital, but the program must be organ- 
ized to provide the training outlined in the Es- 
sentials. General practitioners should demon- 
strate their willingness to assist in an educa- 
tional program for interns that will avoid as 
much as possible the tendency to use interns as 
trained technical assistants for routine proced- 
ures of limited educational value. 


Some Examples of Internships 
UNIVERSITY OF MINNESOTA 
The Medical School, Minneapolis 

As the result of an increase in the medical stu- 
dent’s interest in general practice, the University 
of Minnesota Medical School revised its intern 
program in 1947. Two-year internships were de- 
veloped which included one year of training in 
medicine and one year broken up into four- 
month periods in the following departments: Ob- 
stetrics and Gynecology, Pediatrics, and Surgery. 
The emphasis in surgery is on emergencies and 
it also includes uncomplicated fractures, some 
proctologic and urologic procedures. Some in- 
terns start their first year in medicine and for 
others the program is reversed. 

The training program utilizes the University 
Hospitals, and the Minneapolis General Hos- 
pital, and seven other hospitals in Minneapolis, 
St. Paul, and Duluth. The hospitals selected 
have faculty members as well as general prac- 
titioners on the staff and they have approved res- 
ident training programs. 


MIDDLESEX HOSPITAL 
Middletown, Connecticut, 
affiliated with the 
YALE UNIVERSITY SCHOOL OF MEDICINE 
New Haven, Connecticut 
The Yale University School of Medicine and 
the Middlesex Hospital announce four one-year 
internships of a rotating character for the year 
beginning July 1, 1950, at the Middlesex Hos- 
pital. For those planning to enter general prac- 
tice, a second year is available in other affiliated 
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hospitals which will provide valuable experience 
in the fields of pediatrics, psychiatry, chronic dis- 
ease, rehabilitation, and chest diseases. 

The intern training program will be in charge 
of an Educational Director nominated by the 
Yale University School of Medicine who will 
spend substantial amounts of time in the Hospital. 

Interns will have the customary clinical re- 
sponsibility for in- and out-patients. There will 
be daily bedside teaching rounds and a formal 
teaching program, including clinical pathologi- 
cal conferences, grand rounds, x-ray conferences, 
and other exercises. Yale University faculty mem- 
bers and specially invited physicians will partic- 
ipate frequently in the teaching exercises held 
at the Hospital. Once a week interns will be ex- 
pected to attend conferences held in the Yale 
University School of Medicine and the Grace- 
New Haven Community Hospital. Other educa- 
tional opportunities will be available to meet the 
special interests of the interns, insofar as it is 
possible and practicable to arrange them. 

Those wishing an additional year of experi- 
ence of a kind especially suitable for the practice 
of general medicine will be given the following 
experience in institutions affiliated with the Yale 
University School of Medicine: 

1. Pediatrics—3 months at the Waterbury Hos- 
pital, Waterbury, Connecticut, a general hospital of 
327 beds with an excellent pediatric service. 

2. Psychiatry—3 months at the Connecticut State 
Mental Hospital, Middletown, Conn., with in- and 
out-patients. This provides in an institution of 3,122 
beds an excellent experience and introduction to 
dynamic psychiatry useful in practice. 

3. Chronic Disease and Rehabilitation at the 
State Hospital for Chronic Illness, Rocky Hill, Con- 
necticut. This 500-bed hospital is excellently equipped 
and staffed to'provide training in physical medicine, 
rehabilitation, and chronic disease—an important com- 
ponent in the practice of general medicine today. 

4. Chest diseases at the Undercliff State Tuber- 
culosis Sanatorium, Meriden, Connecticut. This is a 
well-staffed modern hospital of 343 beds with a good 


out-patient service. 


THE UNIVERSITY OF ROCHESTER 
SCHOOL OF MEDICINE AND DENTISTRY 
AND STRONG MEMORIAL HOSPITAL 
Rochester, New York 
In 1949, some two-year rotating internships 
were established at the Strong Memorial Hos- 
pital. These internships include six months in 
each of the following divisions: Medicine, Psy- 
chiatry, Pediatrics and Obstetrics, and Minor 
Surgery. 
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ALBANY HOSPITAL 
AFFILIATED WITH ALBANY MEDICAL COLLEGE 
Albany, New York 


For those students who desire an adequate 
background for either specialization or general 
practice the Albany Hospital offers a limited 
number of two-year rotating internships. During 
their first year the interns will receive training 
in General Surgery and Surgical Specialties and 
in addition will spend three months in Neurolo- 
gy and Psychiatry. The second year will include 
Medicine, Pediatrics, and Obstetrics. During 
their second year interns will receive a stipend of 
$25.00 a month. 


First YEAR 


Neurology and Psychiatry . . 
Seconp Year Medicine 


BETHESDA HOSPITAL 
Cincinnati, Ohio 


Two years ago the medical staff voted that 
the intern training in this particular hospital be 
revised toward preparing men for general prac- 
tice. The program is prepared by the staff pathol- 
ogist who serves as administrative head of the 
Intern-Resident schools. It is submitted first of 
all to the Director of the Department of General 
Practice who has his own Education Commit- 
tee. In addition to the usual specialist lectures 
in the separate departments, the General Prac- 
tice Education Committee gives a course of lec- 
tures on the coordination of such special training 
with general practice. Other lectures are given 
on matters such as office outfitting, income tax 
recording, and medical legal topics that are par- 
ticularly important to men in the general prac- 
tice of medicine. This program has been hailed 
enthusiastically by the intern group. 

FAULKNER HOSPITAL 
Boston, Massachusetts 

The Faulkner Hospital has announced a new 
internship of two years, designed to provide op- 
timum training. Emphasis is placed on Internal 
Medicine, to which twelve months are devoted, 
with another year divided among Pediatrics, Ob- 
stetrics, and Surgery. A period devoted to Medi- 
cine and Pediatrics is to be spent at a larger 
teaching hospital in afhliation. The internship is 
announced as being especially designed for men 
who wish to become family physicians. 


General Practice Residencies 


There has been increased interest in the num- 
ber of general practice residencies over the past 
few years. At the A. M. A. meeting in Decem- 
ber, 1948, the revised Essentials of Approved 
Residencies and Fellowships of the Council on 
Medical Education and Hospitals was adopted. 
It contains a new section, Section Seven, Gen- 
eral Practice Residencies, which states: 


It is recommended that this training be of two years’ 
duration beyond the internship. General practice resi- 
dencies should be flexible, both as to content and 
duration, depending upon the special needs of the in- 
dividual and the communiy in which he intends to 
practice. In a residency of two years of training a min- 
imum of one year should be devoted to internal medi- 
cine and the medical specialties including psychiatry. 
The second year should include advanced training in 
obstetrics and pediatrics (including contagious diseases) 
of at least four months’ duration in each specialty. Any 
time devoted to general surgery and the surgical spe- 
cialties should emphasize diagnosis, emergency care, 


preoperative and postoperative care, minor surgery and 


emergency care. A program in which the majority of 
the residents’ time is spent in the operating rooms can- 
not be considered as meeting the requirements of this 
type of residency. 

An important consideration in evaluating a hospital 
for residency training in preparation for general prac- 
tice is the availability of outpatient facilities. Hospitals 
which have not organized outpatient departments 
should attempt to provide the resident with additional 
opportunities to compensate for this deficiency. 

Hospitals requesting approval for residencies in gen- 
eral practice must comply with the general provisions 
for training described in Section I of these Essentials, 
have annual admissions of at least 2,500 patients and 
maintain a minimum autopsy rate of twenty per cent. 


The Journal of the A.M.A. for May 14, 1949, 
contains a report of the Council on Medi- 
cal Education and Hospitals on approved intern- 
ship and residencies for 1949. There were 1,187 
hospitals with 17,293 residencies and fellowships 
as of May, 1949. Eighty-five of these hospitals 
had 216 general residencies. After this year these 
latter hospitals will have to qualify under the 
new general practice residency program adopted 
by the House of Delegates in Saint Louis in 
December, 1948. 

In the report, the Council states that in revis- 
ing its Essentials of Approved Residencies and 
Fellowships to include standards for a specific 
residency designed for physicians who intend 
to enter general practice, it was meeting a de- 
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mand for such training. It further states that on 
completion of a residency of this type, the physi- 
cian should be better prepared to meet the pro- 
fessional demands of the community in his role 
as family doctor. 

The medical departments of the armed forces 
are also interested in resident programs in gen- 
eral practice. The Army medical department has 
set up twenty-three general practice residencies 
at the Madigan General Hospital in Tacoma, 
Washington. 

The Office of The Air Surgeon notified the 
Academy that as of May 2, 1949, a General 
Practice Branch has been established within the 
Professional Division of that office and will be 
included in the next revision of its organization 
chart. 


Examples of General Practice Residencies 


UNIVERSITY OF COLORADO 
The Medical School, Denver 
The Committee on Education’s preliminary 
report on general practice residencies contained 
an outline of the program of the University of 
Colorado School of Medicine, which has twenty- 
two residents in general practice at present. A 
more detailed and up-to-date report has recently 
been prepared by the medical school. The out- 
line of the program has been published in mime- 
ographed form. Interested persons can obtain a 
copy directly from the school. 
The program is arranged to utilize selected 
general hospitals throughout the state. 
The curriculum is as follows: 


One YEAR 

General Medicine: 6 months. During this period the 
resident will be assigned to the ward and outpatient 
services of Colorado General and Denver General 
Hospitals. His duties, assignments, and training will be 
similar to that of the assistant resident in internal 
medicine, and will include experience in ward man- 
agement, diagnosis, and therapeutics. Attendance at 
conferences, seminars, and lectures regularly scheduled 
by the department of medicine and other adjunct 
services, will be expected. 

Psychosomatic Medicine: 3 months. The University 
of Colorado Medical Center has an excellent Division 
of Psychosomatic Medicine. The residents have unan- 
imously requested an assignment in this department. 
Because of the nature of this special subject a period 
of not less than three months has been designated for 
this important training. As is the case with general 
medicine, the resident will serve as an assistant resident. 


Pediatrics: 3 months. This period will be spent in 
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the pediatric division of Colorado General and Den- 
ver General Hospitals. The resident will be assigned 
according to the wishes of the head of the department 
of pediatrics, and will receive both ward and outpa- 
tient experience. Instruction in communicable diseases, 
care of the new born, and problems of nutrition will 
be emphasized. 
ANOTHER YEAR 

General Surgery: 12 months. A full year of train- 
ing in surgery without interruption is considered ad- 
visable. The year is divided as follows: Two months 
of otolaryngology; two months of urology; four months 
of emergency surgery; two months of fractures and 
orthopedics; and two months assignment to a general 
surgical ward. The resident will serve as an assistant 
resident in all of the above services. In addition he 
will be thoroughly oriented in the use of the procto- 
scope and sigmoidoscope. During his assignment to the 
emergency service he will receive training in the per- 
formance of emergency operations and management 
of complications which might be encountered in the 
abdomen. Emphasis will be on teaching the residents 
their limitations and at the same time familiarizing 
them with expedient surgical procedures which might 
be involved in emergency operations. The residents in 
general practice will attend all conferences and semi- 
nars pertinent to their surgical training. 


ANOTHER YEAR 

Obstetrics-Gynecology: 4 months. These four months 
will be devoted to intensive training in obstetrics and 
gynecology in the wards and in the outpatient clinics. 
The resident will receive training in pre- and post- 
natal care. In addition he will be taught how to man- 
age the complications of pregnancy and obstetrical 
emergencies and become acquainted with obstetrical op- 
erative procedures. 

Elective: 2 months. At the request of the residents 
in general practice, a period of two months has been 
set aside for any “elective” chosen. These electives 
may be in the fields of anesthesiology, radiology, out- 
patient service, industrial medicine, or physical medicine. 

Extra Mural Assignment: 4-6 months. To complete 
his training, the resident will be requested to accept 
an assignment in one of the approved community hos- 
pitals in Colorado. Insofar as possible, he will be given 
his choice of hospitals since it is hoped that he will 
want to establish his practice in the area in which the 
hospital is located. 

While at the hospital he will receive mixed residency 
training; that is, training and experience in the fields 
of medicine, surgery, pediatrics, and obstetrics and 
gynecology. The training program will be under the 
supervision of the graduate division of the University 
of Colorado School of Medicine in collaboration with 
the State Medical Society. In addition, clinicians from 
Denver and other parts of the state will visit the com- 
munity hospitals in a teaching capacity. 


ALTERNATE YEAR 
In the event a resident does not wish a year of sur- 
gical training, he may apply for a year of training in 
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UNIVERSITY OF KANSAS MEDICAL CENTER, KANSAS CITY, KANSAS 


LENGTH OF 
SERVICE SERVICE LOCATION 
1. Minor Surgery, Emergency Room and X-Ray . . . 1... see eee 2 months University of Kansas Medical Center 


2. Laboratory Services—Special Hematology which will include sternal 
punctures, supervital technic, special blood work on out-patients and 


in-patients. Attendance in Out-Patient Hematology Clinic. . . . . . + 2 months University of Kansas Medical Center 


3. Eye, Ear, Nose and Throat... ..... oe 2 months University of Kansas Medical Center 

2 months Providence Hospital 


the medical fields. This year may be devoted to train- 
ing in the fields of medicine, pediatrics, psychosomatic 
medicine, public health, industrial medicine, and/or 
physical medicine. 


UNIVERSITY OF KANSAS MEDICAL SCHOOL 
Kansas City, Kansas 

The University of Kansas Medical Center in 
cooperation with Bethany Hospital, St. Mar- 
garet’s Hospital, and Providence Hospital in 
Kansas City, Kansas, has established a one-year 
residency in general practice which began July 1, 
1948. Six months of this residency are at the 
University of Kansas Medical Center and two 
months each at the other three hospitals named. 

The services and the location of those serv- 
ices through which the resident rotates are indi- 
cated on the following page. 

All applications should be filed with Charles 
B. Newell, Hospital Administrator, University 
of Kansas Medical Center. 


UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 
Ann Arbor, Michigan 


The following excerpt is from a paper by 
Charles F. Wilkinson, Jr., M.D., Michigan 
State Medical Society Journal, September, 1948. 


ROTATION 
UNIVERSITY HOSPITAL AFFILIATED HOSPITAL 
FIRST YEAR 
2 months Med. wards Will be divided into Med. (to in- 
2 months Derm. O. P. clude Ob.) and Surg. (to include 
2 months Surg. O. P. Gyn.) services. The intern will 
spend 3 months on each service. 
SECOND YEAR 
2 months Neuropsych. O. P. The gen. resident will spend 3 
2 months Ped. months on each service as during 
2 months Ob. and Gyn. the preceding year, but with in- 
creased responsibility. 
THIRD YEAR (Optional ) 
4 months Med. O. P. 
4 months Surg. wards. 
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For some time it has been evident that there was 
need of a special program for the training of general 
practitioners. After consultation with many prominent 
practitioners throughout the state, the Council on 
Medical Education and Hospitals of the American 
Medical Association and the Michigan State Board of 
Registration in Medicine, the following program was 
planned, and it is expected that it will go into opera- 
tion July 1, 1949. 

Initially there will be two hospitals with which the 
university will affiliate for the training of general resi- 
dents. There will be two interns and one general resi- 
dent on duty at each hospital. In addition there will 
be two interns at the University Hospital for each of 
the two affiliated hospitals, making a total of four, 
who will after six months rotate with the two interns 
at the affiliated hospital. This will mean that eight in- 
terns during a period of one year will have six months 
training at the University Hospital and six months 
training at one of the affiliated hospitals. 

The remaining four months will be spent under one 
of the board men in surgery at the affiliated hospital. 

There will be a resident in internal medicine or a 
resident in surgery who will change every three to six 
months, so that over a period of a year there will be 
several men from the above-mentioned services at the 
University Hospital, rotating through the affiliated hos- 
pitals. These men will act as teaching residents, and 
will aid in the preparation of conferences, et cetera. 

Each hospital affiliated will be expected to conform 
to all of the basic requirements asked for in affiliation 
in the present Decentralized Resident Training Pro- 
gram in the Specialties. This means that the following 
will be undertaken by each hospital. 

1. A GPC once a week for nine months of the year 
which will alternate with medical and surgical 
cases. 

2. An x-ray conference weekly for nine months 
of the year which will stress medicine rather than 
surgery but will contain some surgical cases. 

3. A clinical conference once weekly that will stress 
diagnostic and therapeutic measures. 

4. Each service will be headed by a diplomate of 
that respective board, or fellow of the respective 
college. When this requirement cannot be ful- 
filled, a member of the staff with the above re- 
quirements may be selected from the service to 


act as preceptor. 
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5. Teaching ward rounds will be conducted by the 
hospital visiting staff at least one hour five days 
each week. 


The interns will be given a certificate by the Uni- 
versity Hospital, and the second year will be 
by a certificate from the University Hospital to the 
effect that the men have completed a year as General 
Resident. During the time the interns are at the affili- 
ated hospital, they will be paid by the affiliated hos- 
pital. This stipend is to be no less than that given by 
the University Hospital. Transportation to and from 
the University Hospital will be paid by the affiliated 
hospital. 

The affiliated hospitals may expect one visit a month 
in medicine and one visit a month in surgery from 
members of the senior staff of the University Medical 
School. These visits will consist of a formal talk for 
one hour followed by consultations, rounds, et cetera. 

In closing it would be wise to stress again that both 
of these programs are still considered experimental and 
are fluid enough to change as the need arises. 


CHARITY HOSPITAL OF LOUISIANA 
New Orleans, Louisiana 


The Charity Hospital of Louisiana is affiliated 
with the Louisiana State University School of 
Medicine. A general practice residency program 
was initiated in 1947. 

A summary outlining the program prepared 
by J. A. Magne, M. D., Assistant Clinical Di- 
rector of the hospital, follows: 


This hospital, being quite large, is set up on spe- 
cialty lines for the purpose of maximum efficiency in 
handling patients. All of its training facilities there- 
fore are essentially for specialty training and there is 
no opportunity for the establishment of unified facil- 
ities in which patients such as those ordinarily treated 
by the General Practitioner might be seen and handled 
by General Practitioners and a group of young doc- 
tors given training along these lines. 

Realizing that the residency program in the special- 
ties, extensive as it is, could not possibly fulfill all of 
the obligations of medicine and that many of our in- 
terns, unsuccessful in securing residencies in the spe- 
cialties were being sent out to do practice after only 
one year of hospital training, it was decided last year 
to set up a trial training program in General Practice. 
The program essentially consists of one year of train- 
ing at the assistant resident level, during which time 
the individual resident in General Practice serves as 
an assistant resident in the specialties of General Medi- 
cine, Pediatrics, Obstetrics and non-operative Gynecol- 
ogy for three months each, and serves an additional 
period of one month in the Emergency Room (trau- 
matic and emergency surgery). The remaining two 
months of the year are left open so that the individual 
may serve some time in any particular field in which 
he may feel a need for more training. There has been 
no time allotted in this program to training in the 


SP @ June, 1950 


strictly surgical specialties, since it is felt that by and 
large the general practitioner should not undertake 
surgery in his practice. 


EVANGELICAL DEACONESS HOSPITAL 
Milwaukee, Wisconsin 
The medical staff of the Evangelical Deacon- 
ess Hospital in Milwaukee, Wisconsin, recently 
announced that a two-year residency in general 
practice had been established at that hospital. 

This is a 136-bed hospital located in downtown 

Milwaukee. In setting up this general practice 

residency program it was announced that the 

general principles and suggestions as outlined in 
various publications of the American Academy 
of General Practice, have been followed. 

The program at present is composed of the 
following services: 

3 months general service through all departments of 
the hospital, intended for general orientation. ‘This 
will be the resident’s first service. 

5 months in general surgery and fractures. 

3 months service in general medicine. 

3 months service in obstetrics. 

2 months service composed of: 

a) Clinical pathology 
b) Roentgenology. 


c) Attendance at pediatric conferences at Milwau- 


kee Children’s Hospital. 

3 months morning service in outpatient work at Mil- 
waukee County Hospital 

1 month morning service at South View Hospital con- 
sisting of contagious disease ward rounds. 

4 months basic science course, Marquette University 
School of Medicine. 

3 months elective service. The resident may choose 
from any of the above listed services, Urology, 
EENT or Orthopedics. 

In addition the resident is expected to actively par- 
ticipate in the following: 

Clinical-pathological conferences every other week. 

Monthly surgical conferences. 

Monthly medical conferences. 

Monthly cancer clinics. 

X-ray conferences every other week. 


SAINT FRANCIS HOSPITAL 

San Francisco, California 
Saint Francis Hospital has established a one- 
year residency in general practice which began 
July 1, 1948. The services of surgery, medicine, 
and obstetrics have been departmentalized for 
the purpose of training residents and arranging 
their rotation. At present, five months are spent 
in each of surgery and medicine and two months 


in obstetrics. Staff conferences are held once 


a 
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monthly, as is the clinical pathological confer- 
ence. A tumor conference, a medical clinical con- 
ference, and a surgical clinical conference are 
also held once monthly. Interdepartmental con- 


ferences in pathology and x-ray are held semi-° 


monthly. Educational films are also shown semi- 


monthly. 


Continued Education and Training 


The Committee on Hospitals, which is also 
interested in intern and resident training pro- 
grams, has brought out in its report the impor- 
tance of the preceptor type of training in hos- 
pitals. Preceptor training may be an arrangement 
between individual physicians or an organized 
program conducted by the medical staff of a 
hospital. Since the majority of a general prac- 
titioner’s work is done in an office, any training 
program should include experience in such 
practice. The ideal arrangement would be for 
the young physician to spend a certain period of 
time practicing with an established general prac- 
titioner. Many of the medical schools now pro- 
vide a period of preceptor. training in their un- 
dergraduate program but the reference here is 
to such training upon the completion of an 
internship. 

Another arrangement which will provide ex- 
perience comparable to office practice is train- 
ing in the outpatient department of a general 
hospital. The program of continued education 
in the hospital should make use of the preceptor 
concept of the student working under the super- 
vision of the chiefs of the services or senior 
attending physicians in the outpatient depart- 
ment as well as in other departments. 

A good example of this type of program is the 
one conducted by the medical staff of the 
Rochester General Hospital. A description of the 
program was printed in the January, 1948, issue 
of Hospitals, the journal of the American Hos- 
pital Association. Briefly the program is: 


1. Eligible general practitioners should be entitled to 
appointment on the active medical staff. 

2. A section or division of general practice should be 
created in the active medical staff. 


3. A continuous educational program for general prac- 
titioners should be established. 


In the areas where such programs are con- 
ducted, young physicians have an opportunity to 
receive continued training while establishing 
and carrying on a practice. 
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Conclusion 


The Committee on Education recommends 
that individual members of the Academy active- 
ly cooperate with the medical staffs of their hos- 
pitals in developing two-year rotating intern- 
ships designed for physicians planning to enter 
general practice. The Committee believes that 
general practitioners of the medical staff should 
participate in developing the training program 
and in conducting the program after it is set up. 
They should also take the respor.sibility for see 
ing that the organization and operation of the 
intern program provide real experience in con- 
ditions the intern will encounter when he be- 
gins his own practice. 

Although a properly organized and well run 
two-year rotating internship provides the best 
type of training for a young physician regardless 
of his later type of practice, encouraging and 
training young men for general practice requires 
a genuine effort on the part of the qualified 
general practitioners of the medical staff. Such 
general practitioners must show by example, as 
well as by instructions, the correct scientific 
methods, and the proper functions of a family 
physician. 

At a conference of graduate and postgraduate 
medical education in May, 1947, sponsored by 
the W. K. Kellogg Foundation and the Uni- 
versity of Michigan Medical School, Dr. Ward 
Darley of the University of Colorado Medical 
School stated: 


I feel that we should have a standard two-year ro- 
tating internship, the completion of which should mark 
the end of the undergraduate training period. I also 
feel that no man should give thought to specialty train- 
ing until he has been adequately prepared first for 
general practice. In fact I think that the specialty 
boards should not even permit a physician to start spe- 
cialty training until he has had two or three years in 
general practice. He would be a much better specialist 
because he would be a physician first.” 


At the same conference, Dr. William A. 
O’Brien of the University of Minnesota School 
of Medicine said: 


One of the greatest needs in general practice in ad- 
dition to obstetrics and pediatrics is a good knowledge 
of medicine. Graduating seniors are often urged to take 
a rotating internship, not realizing that a mixed or 


*Proceedings of the Conference on Graduate and 
Postgraduate Medical Education, May, 1947, W. K. 
Kellogg Foundation, Battle Creek, Michigan. 
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straight internship would be more desirable. If a medi- 
cal school has a good clerkship, little is gained from the 
average rotating internship. Further, they are undesir- 
able because they emphasize surgical experience and 
not medicine. Out-patient training is more desirable 
than in-patient in preparation for general practice and 
most rotating internships do not have good out-patient 
services. 

The purpose of quoting the above is to show 
that there are differences of opinion among 
medical educators as to the value of rotating in- 
ternships, but the entire proceedings of this con- 
ference need to be studied to understand the 
basis for these statements which are here quoted 
out of context. Doctor Darley is discussing an 
internship program which attempts to provide 
training and experience in the type of practice 
to be encountered by a general practitioner in a 
medium sized or small community. Doctor 
O’Brien brings out the fact that if the medical 
- school has a good clerkship the average rotating 
internship provides little new experience. 

The important factor is how the internship is 
conducted. The establishment of two-year intern- 
ships is not enough—each internship must be 
conducted in such a manner that the intern re- 
ceives both training and experience in the gen- 
eral practice of medicine and surgery. It is only 
through real cooperation and some sacrifice on 
the part of established general practitioners on 
the medical staff of hospitals that these objec- 
tives can be accomplished. 

There may be some confusion in regard to 
the difference between a two-year rotating in- 
ternship and a two-year residency in general 
practice. The Committee on Education believes 
that in-resident training following the customary 
one-year internship should be considered as resi- 
dent training whether it be for one, two, or more 
years. 

The Committee feels that the basic program 
after graduation from medical school should be 
of two years’ duration, in which the second year 
may be classified as an internship or a residency 
in general practice. The program should be 
established according to the Academy's recom- 
mendations as outlined at the beginning of this 
report. If a third year of training is feasible, it 
should follow the recommendation of the Coun- 
cil on Medical Education and Hospitals for the 
second year in an approved residency in gen- 
eral practice. 

The Committee on Education believes that a 
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third year of training after a two-year rotating in- 
ternship is desirable, provided the program can 
be established to give the resident advanced 
training. It appears that such a third year is par- 
ticularly suitable for general practitioners who 
desire to become more proficient in one clinical 
field such as surgery, obstetrics, or pediatrics. In 
teaching hospitals attached to medical schools, it 
is possible to develop a three-year residency pro- 
gram to give continued advanced training. Too 
frequently, the young physician planning to 
enter general practice has a financial struggle in 
completing two years of training after gradua- 
tion, but for those who can afford to spend three 
years in training after graduation from medical 
school, such programs are ideal. 

Continued education and training for the 
young physician in practice can be provided 
through hospital staff conferences and clinics. 
Increased opportunity for a young doctor to ob- 
tain such training can best be accomplished 
through a general practice section in his hospital. 
This section should be responsible for supervised 
training for young general practitioners. It should 
be responsible for recommending increased staff 
privileges when the physician has demonstrated 
ability, skill, and judgment meriting such privi- 
leges. The Committee on Hospitals has promul- 
gated principles and methods of operation for a 
section of general practice. 

The Committee on Education recommends 
that the Academy continue in its policy that the 
Council on Medical Education and Hospitals of 
the American Medical Association be the final 
evaluating and approving agency for all medical 
education and training programs. The Academy 
shall continue to cooperate with all medical or- 
ganizations in developing and carrying out pro- 
grams for training in general practice. 


Since the foregoing report was written, the 
Council on Medical Education and Hospitals 
report on approved internships and residencies 
as of April 1, 1950, appeared in the April 15 
issue of the Journal of the American Medical 
Association. A summary of the report follows: 


Internships 


There was a total of 9,398 approved intern- 
ships in 799 hospitals. This is an increase of 246 
internships, but a decrease of eight hospitals in 
the past year. The ratio of positions vacant also 
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increased from 19.7 per cent in 1949 to 24.9 
per cent in 1950. The total number of vacan- 
cies reported was 2,340. 

The Council stated that a significant factor 
in the present shortage of interns has been the 
decrease in the number of 18-month and two- 
year internships. If 40 per cent of the hospitals 
would reorganize their intern programs to two 
years’ duration, there would be sufficient interns 
to fill all approved positions. Propeily designed 
two-year programs should provide excellent prep- 
aration for general practice, and if the second 
year is considered favorably by the specialty 
boards toward credit for specialty training, it 
would stimulate interest in two-year internship 
programs. 

Over 87 per cent of the internships are rotat- 
ing internships. The report stated: 

The Council considers that the rotating internship 
is most likely to provide the best basic training for the 
graduate, whether he intends later to enter general 
practice or to take further training in a specialty. It 
provides for supervised experience in the major clini- 
cal divisions of internal medicine, surgery, obstetrics 
and pediatrics, together with training in anesthesiology, 
roentgenology, and pathology. 


Residencies 


There were 1,079 hospitals approved for resi- 
dencies in 27 branches of medicine, a total of 
18,669 residencies offered. There was an in- 
crease of 8 per cent in the number of residen- 
cies over the previous year. The 1949 increase 
over 1948 was 14 per cent. Therefore, the rate 
of increase in residency programs has decreased. 
The majority of the residencies are in surgery, 
internal medicine, pathology, radiology, and ob- 
stetrics and gynecology. 


There were 94 residencies in general practice 
at 32 different hospitals. This is a new classifica- 
tion replacing general residencies. These pro- 
grams are organized and approved under a new 
section of the Essentials adopted in December, 
1948. A year ago the Council reported that 85 
hospitals offered 216 general residencies. This 
reduction in number of general residencies is 
no doubt due to the reclassification. 

Following is the list of hospitals with approved 
general practice residencies as of April 1, 1950. 


U. S. Army Madigan General Hospital, Fort Lewis, 
Washington; U. S. Naval Hospital, Long Beach, Cali- 
fornia; U. S. Naval Hospital, Chelsea, Massachusetts; 
U. S. Naval Hospital, Portsmouth, Virginia; Leo N. 
Levi Memorial Hospital, Hot Springs National Park, 
Arkansas; Monterey County Hospital, Salinas, Cali- 
fornia; St. Francis Hospital, San Francisco, Cali- 
fornia; Community Hospital of San Mateo County 
San Mateo, California; St. Francis Hospital and 
Sanatorium, Colorado Springs, Colorado; University 
of Colorado Medical Center, Colorado General Hos- 
pital, Denver, Colorado; Denver General Hospital, 
Denver, Colorado; St. Joseph’s Hospital, Alton, Illinois; 
St. Francis Hospital, Beech Grove, Indiana; St. Luke’s 
Methodist Hospital, Cedar Rapids, Iowa; Broadlawns, 
Polk County Hospital, Des Moines, Iowa; St. Ann’s 
Hospital, Fall River, Massachusetts; Cooley Dickinson 
Hospital, Northampton, Massachusetts; Fairview Hos- 
pital, Minneapolis, Minnesota; Missouri Methodist 
Hospital, St. Joseph, Missouri; Murray Hospital, Butte, 
Montana; Good Samaritan Hospital, Cincinnati, Ohio; 
St. Joseph Hospital, Far Rockaway, N. Y.; Albany 
Hospital, Albany, New York; Millard Fillmore Hos- 
pital, Buffalo, New York; Peoples Hospital, Akron, 
Ohio; Brackenridge Hospital, Austin, Texas; All Saints 
Hospital, Fort Worth, Texas; City County Hospital, 
Fort Worth, Texas; St. Mary's Infirmary, Galveston, 
Texas; Sheltering Arms Hospital, Richmond, Virginia; 
Providence Hospital, Seattle, Washington; Deaconess 
Hospital, Spokane, Washington. 
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THE pocror’s wiFE is one of the most potent 
forces the medical profession has to create good 
will, maintain good public relations, assist in 
public education, and maintain a feeling of unity 
and harmony within the profession itself. It is 
therefore with considerable misgiving that we 
hear from time to time an isolated voice propos- 
ing a disruption of this unifying, cohesive, pub- 
lic relations force by dividing it up into separate 
auxiliaries for each of the specialties and general 
practice. 

Twice the request for the formation of a sep- 
arate woman’s auxiliary for the general practi- 
tioners has been brought before the Board of Di- 
rectors, and twice it has been defeated almost 
unanimously—an expression of opinion by the 
men who are most in touch with the present 
and future problems of American medicine as 
they relate to the general practitioner. They feel 
that nothing should be done to increase the exist- 
ing divisions among doctors and that everything 
must be done to maintain and create unification. 

In an auxiliary the women meet as doctors’ 
wives, not as general practitioners’ wives, not as 
internists’ or surgeons’ wives. In an auxiliary 
they join in united efforts for community health 
advancement, for social service, for education of 
themselves and the community; they join in the 
fight against socialized medicine and they join 
in sociability. These problems and activities are 
not peculiar to one group or segment of the pro- 
fession. 


And how do the women themselves feel 


CHAPTER NEWS 


According to a feature article in a recent issue 
of the St. Louis Globe Democrat, the banquet 
served by the Jefferson Hotel for the Academy’s 
Assembly last February was the largest ever held 
in any St. Louis hotel. 

Dr. Andy Hall, General Practitioner of the 
Year, was a speaker at the Fifth National Con- 
ference on Rural Health held in Kansas City, 
Missouri, in February. 


A presidential gold key was presented to Dr. 


NO AUXILIARY CONTEMPLATED 


President Stanley R. Truman says: “Show 
GP to the V.LP.’s in your community includ- 
ing (1) your hospital administrator, (2) your 
specialist friends, and (3) your wife. In this 


way you will do a lot of good for yourself, 
your Academy, and GP.” 


about the formation of a separate auxiliary for 
the wives of the general practitioners? Except 
for a few they don’t like the idea. Most of them 
are actively engaged in the activities of the Aux- 
iliary to the American Medical Association 
through the component state and county chap- 
ters. Many of them have held or are holding 
positions of leadership in these organizations. 
They are working hard.on the committees and 
in the programs of their auxiliary, and they en- 
joy the social association with the wives of the 
other doctors. For the majority another auxiliary 
is almost unthinkable; they would not be in- 
terested in it and would have no part of it. 

The possibility of a women’s auxiliary to the 
American Academy of General Practice has been 
carefully considered, not once, but twice. The 
idea sounded good on the surface, but on proper 
and thorough consideration it was found to be 
lacking in real merit and was consequently 
turned down. 

R. Truman, M.D., President 
American Academy of 
General Practice 


E. J. Grosdidier, immediate past president of the 
Wyandotte (Kansas) chapter of the Academy, 
at a dinner in March. Guest of honor was Mac 
F. Cahal. 

At the first clinical session of the Connecticut 
chapter, a call for action among the heretofore 
unorganized general practitioners was issued by 
Dr. Michael W. Palmieri, president of the New 
Haven chapter. Doctor Palmieri hit a resounding 


note when he said: “There are many good men 
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doing general practice who are just sitting back 
waiting for things to happen. If these general 
practitioners joined the Academy, more things 
would happen.” 

The Academy's Colorado chapter held a 
special course in general medicine in March. 
The program was presented in cooperation with 
the Postgraduate Education Department of the 
University of Colorado School of Medicine. 

Dr. R. B. Robins and Dr. D. B. Barber were 
guest speakers at Academy meetings in March 
and May. Doctor Robins, speaker of the Con- 
gress of Delegates, addressed the members of the 
Virginia Academy in Richmond on March 28. 
The Mississippi chapter heard Doctor Barber, 
president of the Louisiana Academy, on May 
8 at Jackson. 

The Arizona Academy had its first annual 
convention May | at the Hotel Westward Ho 
in Phoenix. A stag breakfast was given by the 
Texas chapter at Fort Worth’s Hotel Texas 
May 3. 

Regular meetings are now being held by the 
Honolulu (Hawaii) chapter. Dr. Alvin V. 
Majeska is president and Dr. John M. Felix, 
secretary. 

General practitioners of Northern New Jer- 
sey witnessed a demonstration of the Telecardio- 
phone last month. The instrument, the only one 
of its kind, was demonstrated at the General 
Practice Section meeting of the Academy of 
Medicine of Northern New Jersey. 

The Mahoning (Ohio) county chapter was 
given a report April 11 on what is being done in 
Mahoning County to keep abreast of modern 
methods of crime detection and prevention by 
Dr. David Belinky, county coroner. The subject 
of Doctor Belinky’s talk was “The Family Doc- 
tor and Sudden Death.” 

The Cincinnati Society of General Physicians 
held its thirteenth postgraduate course at the 
University of Cincinnati in March. This organi- 
zation has conducted these courses for the past 
three years in collaboration with the College of 
Medicine. 

Two chapters have recently elected new of- 
ficers. Dr. Max Cheplove is the new president 
of the Erie (New York) chapter. Dr. Donald 
E. Donovan is vice president, Dr. Robert W. 
Lipsett, secretary, and Dr. Arthur C. Hassen- 
fratz, treasurer. (This chapter has just launched 
a drive to bring about an increase in home, of- 
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Chaplex Establishes 


WuEN a profession is open to public criti- 
cism, it is encouraging when an attempt is 
made to eliminate the source of the criticism. 
Something quite revolutionary in the medical 
field is being inaugurated at this time by a 
well-planned publicity program—inaugurated 
specifically to benefit the patient. 

Organized medicine has lately 
a public obligation to make the family doc- 
tor’s services available to the people twenty- 
four hours a day. In St. Louis, this is not just 
a possibility—it is a reality. 

The St. Louis (Missouri) chapter of the 
Academy has established an emergency call 
service. The plan calls for one hundred and 
twenty members to volunteer their services 
one night a month—four doctors will be on 
call each evening and night. The physician 
will be assigned cases within reasonable driv- 
ing distance from his residence. Calls will 
be received through both exchanges. The 
exchange will advise the patient that there 
will be a $5.00 charge for the services and 
will relay the telephone number to the doc- 
tor on call. 

Dr. C. W. Schumacher, Chairman of the 
Publicity Committee, has sent a letter to all 
members of the St. Louis Academy explain- 
ing the new program and asking for their 
full cooperation. 


fice, and hospital visit fees for general practi- 
tioners in Workmen’s Compensation practice.) 

At the second annual meeting of the North 
Carolina chapter in March, Dr. G. G. Dixon 
was elected president and Dr. V. H. Duckett, 
president-elect. 

The Academy's headquarters office in Kansas 
City has received a check for $100 from the 
Massachusetts chapter as a contribution to the 
Academy's permanent building fund. 

Dr. John A. Maloney is the new president of 
the Wayne County (Michigan) chapter. Dr. E. 
Clarkson Long handed over the gavel to Doctor 
Maloney in the Academy's booth at the Post- 
graduate Clinical Institute. 

The Academy’s president, Dr. Stanley Tru- 
man, presented a paper on “The Integration of 
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the General Practitioner Into the Hospital Staff” 
at the Association of Western Hospitals annual 
meeting in Seattle April 24. The next day, Doc- 
tor Truman spoke at a meeting of the Wash- 
ington state chapter of the Academy. 

General Practice Clinic Day was held in 
March at the University of Washington’s School 


of Medicine by the committee on postgraduate 
medical education of the Washington chapter. 
As an interesting feature, the chapter concludes 
its clinic with an banquet which honors the 
graduating class of the University. This gives 
the graduates an opportunity to meet the gen- 
eral practitioners. 


“Vve terrible news for you, Chief— 
You're allergic to feathers.” 


OctTii rn) - spasmolytic and sympathomimetic 


I... relaxation of smooth muscle spasm 
especially of the genito-urinary and 
gastro-intestinal tracts ......... 
2...in migraine and related headaches. 


DOSE: Oral, | or 2 Octin tablets, KS Spc! 
| additional tablet in three 
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Intramuscular injection, '2 to | ce. 
Give test dose to determine absence 
of sensitivity and excessive hyperten- 
sive reaction. 
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increased from 19.7 per cent in 1949 to 24.9 
per cent in 1950. The total number of vacan- 
cies reported was 2,340. 

The Council stated that a significant factor 
in the present shortage of interns has been the 
decrease in the number of 18-month and two- 
year internships. If 40 per cent of the hospitals 
would reorganize their intern programs to two 
years’ duration, there would be sufficient interns 
to fill all approved positions. Properly designed 
two-year programs should provide excellent prep- 
aration for general practice, and if the second 
year is considered favorably by the specialty 
boards toward credit for specialty training, it 
would stimulate interest in two-year internship 
programs. 

Over 87 per cent of the internships are rotat- 
ing internships. The report stated: 

The Council considers that the rotating internship 
is most likely to provide the best basic training for the 
graduate, whether he intends later to enter general 
practice or to take further training in a specialty. It 
provides for supervised experience in the major clini- 
cal divisions of internal medicine, surgery, obstetrics 
and pediatrics, together with training in anesthesiology, 
roentgenology, and pathology. 


There were 1,079 hospitals approved for resi- 
dencies in 27 branches of medicine, a total of 
18,669 residencies offered. There was an in- 
crease of 8 per cent in the number of residen- 
cies over the previous year. The 1949 increase 
over 1948 was 14 per cent. Therefore, the rate 
of increase in residency programs has decreased. 
The majority of the residencies are in surgery, 
internal medicine, pathology, radiology, and ob- 
stetrics and gynecology. 
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There were 94 residencies in general practice 
at 32 different hospitals. This is a new classifica- 
tion replacing general residencies. These pro- 
grams are organized and approved under a new 
section of the Essentials adopted in December, 
1948. A year ago the Council reported that 85 
hospitals offered 216 general residencies. This 
reduction in number of general residencies is 
no doubt due to the reclassification. 

Following is the list of hospitals with approved 
general practice residencies as of April 1, 1950. 


U. S. Army Madigan General Hospital, Fort Lewis, 
Washington; U. S. Naval Hospital, Long Beach, Cali- 
fornia; U. S. Naval Hospital, Chelsea, Massachusetts; 
U. S. Naval Hospital, Portsmouth, Virginia; Leo N. 
Levi Memorial Hospital, Hot Springs National Park, 
Arkansas; Monterey County Hospital, Salinas, Cali- 
fornia; St. Francis Hospital, San Francisco, Cali- 
fornia; Community Hospital of San Mateo County 
San Mateo, California; St. Francis Hospital and 
Sanatorium, Colorado Springs, Colorado; University 
of Colorado Medical Center, Colorado General Hos- 
pital, Denver, Colorado; Denver General Hospital, 
Denver, Colorado; St. Joseph’s Hospital, Alton, Illinois; 
St. Francis Hospital, Beech Grove, Indiana; St. Luke’s 
Methodist Hospital, Cedar Rapids, Iowa; Broadlawns, 
Polk County Hospital, Des Moines, Iowa; St. Ann’s 
Hospital, Fall River, Massachusetts; Cooley Dickinson 
Hospital, Northampton, Massachusetts; Fairview Hos- 
pital, Minneapolis, Minnesota; Missouri Methodist 
Hospital, St. Joseph, Missouri; Murray Hospital, Butte, 
Montana; Good Samaritan Hospital, Cincinnati, Ohio; 
St. Joseph Hospital, Far Rockaway, N. Y.; Albany 
Hospital, Albany, New York; Millard Fillmore Hos- 
pital, Buffalo, New York; Peoples Hospital, Akron, 
Ohio; Brackenridge Hospital, Austin, Texas; All Saints 
Hospital, Fort Worth, Texas; City County Hospital, 
Fort Worth, Texas; St. Mary's Infirmary, Galveston, 
Texas; Sheltering Arms Hospital, Richmond, Virginia; 
Providence Hospital, Seattle, Washington; Deaconess 
Hospital, Spokane, Washington. 
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GENERAL PRACTITIONERS PRESCRIBE 
These BARLOW-MANEY Products 


with confidence .. . 


ANEMIAS 


BI-FER-LIN 
BI-FER-LIN TABLETS 


(Encote)* 

A combined therapy for hemoglobin regeneration in secondary anemias and 

iron and vitamin deficiencies. Each tablet contains: 
Ferrous Gluconate 
Liver Concentrate (20-1) 
Yeast Concentrate 
Thiamin Chloride (Bl) 
Riboflavin (B2) 
Pyridoxine HCl (B6) 
Pantothenic Acid 
Niacin Amide 
Folic Acid 


*ENCOTE is the trade mark of the Barlow-Maney enteric coating, manufactured 
under license from the State University of lowa Research Foundation. The use of 
a a awed assures full utilization of the medication in the intestine where it is 
assimilated. 


How supplied: Bottles of 100 and 1000. 
HYPERTENSION 


VIR-I- TOL 


Mild Sedation 
Each VIR-I-TOL tablet contains: 
Mannitol Hexanitrate 30 mg. (1/2 gr.) 
Phenobarbital 15 mg. (14 gr.) 
Warning—May be habit forming. 
Rutin 20 mg. 
Viratrum Viride 100 mg. 
Biologically assayed 


How Supplied: VIR-I-TOL, CT (scored), bottles of 100 and 1000. List No. 818. 
VIR-I-TOL, Encote*, bottles of 100 and 1000. List No. 819. 


SYRUP CHOLINE DIHYDROGEN CITRATE 
In a palatable syrup base 


Each 5 cc. (approximately one teaspoonful) represents 
1.25 Gm. Choline dihydrogen citrate. 


Indications 

CICOLINE has been found to be of value in the treatment of conditions result- 
ing in cirrhosis of the liver. Many favorable clinical reports* are available cover- 
ing treatment of liver damage resulting from malnutrition or systemic infections. 
Dosage 


The dosage for each patient should be determined individually depending upon 
degree of liver involvement. The recommended average dosage is one teaspoonful 
three times daily. In severe cases of cirrhosis, larger doses should be given on 
proportionate basis. 


Treatment with CICOLINE should be accompanied with rigid diet schedule. 


Samples and literature are available on the above products upon request. 
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NO AUXILIARY CONTEMPLATED 


THE pocror’s WIFE is one of the most potent 
forces the medical profession has to create good 
will, maintain good public relations, assist in 
public education, and maintain a feeling of unity 
and harmony within the profession itself. It is 
therefore with considerable misgiving that we 
hear from time to time an isolated voice propos- 
ing a disruption of this unifying, cohesive, pub- 
lic relations force by dividing it up into separate 
auxiliaries for each of the specialties and general 
practice. 

Twice the request for the formation of a sep- 
arate woman’s auxiliary for the general practi- 
tioners has been brought before the Board of Di- 
rectors, and twice it has been defeated almost 
unanimously—an expression of opinion by the 
men who are most in touch with the present 
and future problems of American medicine as 
they relate to the general practitioner. They feel 
that nothing should be done to increase the exist- 
ing divisions among doctors and that everything 
must be done to maintain and create unification. 

In an auxiliary the women meet as doctors’ 
wives, not as general practitioners’ wives, not as 
internists’ or surgeons’ wives. In an auxiliary 
they join in united efforts for community health 
advancement, for social service, for education of 
themselves and the community; they join in the 
fight against socialized medicine and they join 
in sociability. These problems and activities are 
not peculiar to one group or segment of the pro- 
fession. 


And how do the women themselves feel 


CHAPTER NEWS 


According to a feature article in a recent issue 
of the St. Louis Globe Democrat, the banquet 
served by the Jefferson Hotel for the Academy's 
Assembly last February was the largest ever held 
in any St. Louis hotel. 

Dr. Andy Hall, General Practitioner of the 
Year, was a speaker at the Fifth National Con- 
ference on Rural Health held in Kansas City, 
Missouri, in February. 


A presidential gold key was presented to Dr. 


GP e@ June, 1950 


President Stanley R. Truman says: “Show 
GP to the V.1.P.’s in your community includ- 
ing (1) your hospital administrator, (2) your 
specialist friends, and (3) your wife. In this 
way you will do a lot of good for yourself, 
your Academy, and GP.” 


about the formation of a separate auxiliary for 
the wives of the general practitioners? Except 
for a few they don’t like the idea. Most of them 
are actively engaged in the activities of the Aux- 
iliary to the American Medical Association 
through the component state and county chap- 
ters. Many of them have held or are holding 
positions of leadership in these organizations. 
They are working hard.on the committees and 
in the programs of their auxiliary, and they en- 
joy the social association «vith the wives of the 
other doctors. For the majority another auxiliary 
is almost unthinkable; they would not be in- 
terested in it and would have no part of it. 

The possibility of a women’s auxiliary to the 
American Academy of General Practice has been 
carefully considered, not once, but twice. The 
idea sounded good on the surface, but on proper 
and thorough consideration it was found to be 
lacking in real merit and was consequently 
turned down. 

—Srantey R. Truman, M.D., President 
American Academy of 
General Practice 


E. J. Grosdidier, immediate past president of the 
Wyandotte (Kansas) chapter of the Academy, 
at a dinner in March. Guest of honor was Mac 
F. Cahal. 

At the first clinical session of the Connecticut 
chapter, a call for action among the heretofore 
unorganized general practitioners was issued by 
Dr. Michael W. Palmieri, president of the New 
Haven chapter. Doctor Palmieri hit a resounding 


note when he said: “There are many good men 
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doing general practice who are just sitting back 
waiting for things to happen. If these general 
practitioners joined the Academy, more things 
would happen.” 

The Academy's Colorado chapter held a 
special course in general medicine in March. 
The program was presented in cooperation with 
the Postgraduate Education Department of the 
University of Colorado School of Medicine. 

Dr. R. B. Robins and Dr. D. B. Barber were 
guest speakers at Academy meetings in March 
and May. Doctor Robins, speaker of the Con- 
gress of Delegates, addressed the members of the 
Virginia Academy in Richmond on March 28. 
The Mississippi chapter heard Doctor Barber, 
president of the Lovisiama Academy, on May 
8 at Jackson. 

The Arizona Academy had its first annual 
convention May | at the Hotel Westward Ho 
in Phoenix. A stag breakfast was given by the 
Texas chapter at Fort Worth’s Hotel Texas 
May 3. 

Regular meetings are now being held by the 
Honolulu (Hawaii) chapter. Dr. Alvin V. 
Majoska is president and Dr. John M. Felix, 
secretary. 

General practitioners of Northern New Jer- 
sey witnessed a demonstration of the Telecardio- 
phone last month. The instrument, the only one 
of its kind, was demonstrated at the General 
Practice Section meeting of the Academy of 
Medicine of Northern New Jersey. 

The Mahoning (Ohie) county chapter was 
given a report April 11 on what is being done in 
Mahoning County to keep abreast of modern 
methods of crime detection and prevention by 
Dr. David Belinky, county coroner. The subject 
of Doctor Belinky’s talk was “The Family Doc- 
tor and Sudden Death.” 

The Cincinnati Society of General Physicians 
held its thirteenth postgraduate course at the 
University of Cincinnati in March. This organi- 
zation has conducted these courses for the past 
three years in collaboration with the College of 
Medicine. 

Two chapters have recently elected new of- 
ficers. Dr. Max Cheplove is the new president 
of the Erie (New York) chapter. Dr. Donald 
E. Donovan is vice president, Dr. Robert W. 
Lipsett, secretary, and Dr. Arthur C. Hassen- 
fratz, treasurer. (This chapter has just launched 
a drive to bring about an increase in home, of- 


WueN a profession is open to public criti- 
cism, it is encouraging when an attempt is 
made to eliminate the source of the criticism. 
Something quite revolutionary in the medical 
field is being inaugurated at this time by a 
well-planned publicity program—inaugurated 
specifically to benefit the patient. 

Organized medicine has lately recognized 
a public obligation to make the family doc- 
tor’s services available to the people twenty- 
four hours a day. In St. Louis, this is not just 
a possibility—it is a reality. 

The St. Louis (Missouri) chapter of the 
Academy has established an emergency call 
service. The plan calls for one hundred and 
twenty members to volunteer their services 
one night a month—four doctors will be on 
call each evening and night. The physician 
will be assigned cases within reasonable driv- 
ing distance from his residence. Calls will 
be received through both exchanges. The 
exchange will advise the patient that there 
will be a $5.00 charge for the services and 
will relay the telephone number to the doc- 
tor on call. 

Dr. C. W. Schumacher, Chairman of the 
Publicity Committee, has sent a letter to all 
members of the St. Louis Academy explain- 
ing the new program and asking for their 
full cooperation. 


fice, and hospital visit fees for general practi- 
tioners in Workmen’s Compensation practice.) 

At the second annual meeting of the North 
Carolina chapter in March, Dr. G. G. Dixon 
was elected president and Dr. V. H. Duckett, 
president-elect. 

The Academy's headquarters office in Kansas 
City has received a check for $100 from the 
Massachusetts chapter as a contribution to the 
Academy's permanent building fund. 

Dr. John A. Maloney is the new president of 
the Wayne County (Michigan) chapter. Dr. E. 
Clarkson Long handed over the gavel to Doctor 
Maloney in the Academy's booth at the Post- 
graduate Clinical Institute. 

The Academy’s president, Dr. Stanley Tru- 
man, presented a paper on “The Integration of 


Chaplex Ostablishes 
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the General Practitioner Into the Hospital Staff” 
at the Association of Western Hospitals annual 
meeting in Seattle April 24. The next day, Doc- 
tor Truman spoke at a meeting of the Wash- 
ington state chapter of the Academy. 

General Practice Clinic Day was held in 
March at the University of Washington’s School 


of Medicine by the committee on postgraduate 
medical education of the Washington chapter. 
As an interesting feature, the chapter concludes 
its clinic with an banquet which honots the 
graduating class of the University. This gives 
the graduates an opportunity to meet the gen- 
eral practitioners. 


“lve terrible news for you, Chief— 
You're allergic to feathers.” 


. 
Octin - spasmolytic and sympathomimetic 


|... relaxation of smooth muscle spasm 
especially of the genito-urinary and 
gastro-intestinal tracts ......... 
2...in migraine and related headaches. 


DOSE: Oral, | or 2 Octin tablets, 
| additional tablet in three 
to four hours. 
Intramuscular injection, 2 to | ce. 
Give test dose to determine absence 
of sensitivity and excessive hyperten- 
sive reaction. 
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